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3,018  médicos  • 665  laboratorios 
680  dentistas  • 570  farmacias 
184  hospitales  privados  y públicos 


emblema 
que  es  una 


En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul”. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 
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la  nueva  dimensión 
de  lo  perfecto. 


Nuevo  BMW  Serie  T-.  la  fascinación,  la  pasión, 
la  fuerza,  el  silencio.  Por  primera  vez,  un 
automóvil  le  hará  disfrutar  del  auténtico  placer 
de  conducir  y le  hará  sentir  la  sensación  de  llegar 
más  allá  de  los  límites  convencionales.  Con  una 
inmensa  seguridad  y un  impresionante  sentido 
de  la  marcha. 

Innovadón 

En  el  nuevo  BMW  Serie  7,'  la  nueva  generación 
Motronic  controla,  autodiagnostica  y memoriza 
constantemente  las  condiciones  más  óptimas 
del  funcionaniento  del  automóvil  en  cada 
momento  de  su  conducción,  mientras  Vd.  recibe 
información  continua  a través  del  “Check 
Control"  de  36  funciones.  Pero  la  innovación 
llega  hasta  los  últimos  detalles:  como  el  nuevo 
sistema  de  cinturón  de  seguridad  ergonómico, 
los  exclusivos  faros  elipsoides,  el  más  avanzado 
equipo  de  aire  acondicionado  o los 
limpiaparabrisas  que  aumentan  la  presión 


contra  el  cristal  al  aumentar  la  velocidad  del 
automóvil.  La  innovación  en  el  nuevo  BMW  Serie  T 
traspasa  el  umbral  del  futuro. 

Dínamisnio 

El  nuevo  BMW  Serie  7’  ha  sido  formado  en 
el  túnel  de  viento,  ofreciendo  un  coeficiente 
de  penetración  aerodinámica  de  sólo  0,32. 

Si  a este  diseño  unimos  el  spoiler  integrado 
y los  cristales  empotrados,  el  dinamismo  del 
nuevo  BMW  Serie  7’  obtiene  la  mejor  resistencia 
al  viento  lateral,  evita  las  turbulencias  del  aire 
y proporciona  una  absoluta  seguridad  y confort 
en  todas  las  condiciones  de  marcha. 

Elegancia 

Una  nueva  atmósfera  rodea  al  nuevo 
BMW  Serie  7.’  La  fuerza  y el  silencio  de  este 
fascinante  automóvil  se  ven  acompañados  de 
un  refinamiento  total,  de  multitud  de  esmerados 
detalles  donde  el  buen  gusto,  el  diseño  exclusivo 


y la  selección  de  los  materiales  proporcionan 
un  ambiente  único,  especial,  exquisito.  Porque 
el  nuevo  BMW  Serie  7'  ha  sobrepasado  la  frontera 
de  la  perfección. 

De  venta  en: 

Caribe  BMW  Inc. 

IMPORTADOR  EXCLUSIVO. 

— Avda.  Chardón.  Hato  Rey. 

Tel.  754-1850 

— Avda.  65  de  Infantería,  Km.  3.1 


Lo  último  en 
tecnología 


Columna  del  Editor 


En  este  número  del  Boletín  se  publica  el  artículo  final 
de  los  Objetivos  de  Salud  para  los  Estados  Unidos  en 
1990  y su  Aplicación  a Puerto  Rico.  El  autor  de  esta  serie 
de  artículos  es  el  Dr.  José  G.  Rigau,  miembro  de  nuestra 
Junta  Editora  y hasta  junio  de  1987,  Director  de  la 
División  de  Epidemiología  del  Departamento  de  Salud 
de  Puerto  Rico.  Todos  los  artículos  de  dicha  serie  son  de 
gran  importancia,  pues  señalan  de  forma  directa,  en 
lenguaje  sencillo  y de  lectura  amena  el  Status  de  Puerto 
Rico  con  relación  a sus  principales  problemas  de  salud.  El 
autor  hace  un  análisis  minucioso  de  ellos  de  forma 


científica  y altamente  profesional,  sin  matices  de  índole 
político  (hecho  de  extraordinaria  rareza  en  nuestro  país), 
sobre  todo  tratándose  de  temas  tan  aptos  para  ello.  La 
situación  pasada,  la  actual  y las  diferentes  opciones  que 
pueden  utilizarse  en  el  futuro  son  señaladas  diáfanamente 
por  el  autor.  El  mismo  demuestra  su  genuina  preocupa- 
ción por  estos  problemas,  dejando  así  identificados  en 
esta  serie  los  “obstáculos  al  mejoramiento  de  la  salud 
colectiva  de  los  puertorriqueños”.  Es  ahora  necesario 
dirigir  todos  los  esfuerzos  hacia  la  eliminación  de  esos 
“obstáculos”  y la  consecución  de  los  “objetivos  nacionales 
de  salud”. 

El  Boletín  de  la  Asociación  Médica  de  Puerto  Rico  ha 
tenido  el  privilegio  de  poder  publicar  estos  trabajos,  sin 
duda  de  gran  importancia,  lo  que  nos  llena  de 
satisfacción.  Con  ello  esperamos  haber  logrado  crear 
consciencia  sobre  la  necesidad  urgente  de  mejorar  la 
salud  pública  y la  calidad  de  la  vida  en  nuestro  país.  El 
Boletín  se  encargó  de  señalar  a esta  generación  los 
obstáculos  para  el  mejoramiento  de  la  salud  de  su  pueblo 
y de  las  formas  para  eliminar  los  mismos.  Si  esto  no  se 
realiza  pronto,  llegará  el  siglo  XXI  con  sus  problemas 
particulares  de  salud  sin  que  hayamos  logrado  resolver 
los  del  siglo  actual.  Si  esto  sucede,  la  solución  de  los 
problemas  de  salud  de  Puerto  Rico  contarán  con  un  siglo 
de  atraso,  tal  como  sucedió  con  la  llegada  del  siglo  XX. 


Rafael  Villavicencio , MD,  FACC 

Presidente  Junta  Editora 

Boletín  Asociación  Médica  de  Puerto  Rico 


NUESTRA  PORTADA 


Cartel  Conmemorativo 

Con  motivo  de  la  Quinta  Reunión  Iberoamericana  de  Comisiones 
para  la  Conmemoración  del  Quinto  Centenario  del  Descubrimiento  de 
América  efectuada  en  San  Juan  en  mayo  pasado  se  organizaron  las 
Grandes  Fiestas  de  Puerto  Rico. 

Estas  Fiestas  incluyeron  exposiciones,  festivales  folklóricos,  eventos 
deportivos  y múltiples  actividades  culturales  para  el  disfrute  de  nuestros 
invitados  v el  pueblo  puertorriqueño. 

Estimulados  por  el  significado  de  estas  actividades,  los  artistas  dd 
Taller  Gráfico  de  la  División  de  Educación  de  la  Comunidad  del 
Departamento  de  Instrucción  crearon  un  cartel  conmemorativo.  El 
mismo  es  de  gran  colorido  y calidad  artística  indiscutible  por  lo  cual 
decidimos  incluirlo  en  la  portada  del  Boletín. 

La  .lunta  Editora  del  Boletín  de  la  Asociación  Médica  de  Puerto  Rico 
agradece  la  cooperación  prestada  por  el  Sr.  Aníbal  Rodríguez- Vera, 
Director  Ejecutivo  de  la  Comisión  Puertorriqueña  para  la  celebración 
del  Quinto  Centenario  del  De.scubrimiento  de  América  y Puerto  Rico. 
Con  su  ayuda  liemos  logrado  publicar  el  cartel  conmemorativo  en  este 
número  del  Boletín. 
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Este  es  el  nuevo  y deslumbrante  Chrysler  Le  Barón  Sport  Coupé 


Una  ingeniería 
muy  avanzada. . . y 
un  diseño  que  reúne 
audacia  deportiva 
y elegancia. 


He  aquí  un  concepto  único  en  diseño  e inge- 
niería automotriz.  Un  auto  de  impresionan- 
te belleza.  Con  líneas  fluidas,  como  si  hu- 
biese sido  moldeado  por  el  viento.  Su  motor 
encierra  una  estampida  y su  interior  le  invita 
a tomar  control  de  la  carretera.  Descubra 
una  nueva  raza  de  automóviles:  Chrysler 
Le  Baron  Sport  Coupé. 

Disfrute  con  Chrysler 


La  avanzada  tecnología  Chrysler  al  servicio  de  usted: 
panel  electrónico  de  instrumentos,  centro  de  mensajes. 


CON  7 AÑOS  ó 70,000 
MILLAS  de  GARANTIA 

CHRYSLER  MOTORS  reafirma  su  compro- 
miso de  excelencia  al  respaldar  todos  y cada 
uno  de  sus  vehículos  con  una  Garantía  limita- 
da de  7 años  ó 70.000  millas,  que  cubre  el 
motor  y el  tren  de  propulsiórt  Además,  los 
garantiza  contra  perforaciones  por  oxidación 
en  la  carrocería  externa  por  7 años  ó 100,000 
millas.  Algunas  restricciones  aplican.  Para 
detalles,  vea  su  Dealer  Autorizado. 


SAN  JUAN  Avenida  Muñoz  Rivera  751  (Esq.  Jesús  T.  Piñero)  Rio  Piedras  Tel.  764-5070  • Ponce 
Expreso  de  Ponce  (Salida  para  Aguadilla)  Tel.  844-4585  • Centro  del  Sur  Avenida  Fagot  (Marginal) 
Tel.  843-5550  • Caguas  Carr.  Núm.  I Km.  34.1  (Frente  a Villa  Blanca  Malí)  Tel.  746-7226  • Avenida 
Degetau  Caguas  Tel.  746-3636  • Mayagüez  Carr.  Núm.  2 Km.  157.8  Tel.  833-3110. 

Chrysler  Plymouth  (ie  Puerto  Rico 


ESTUDIOS  CLINICOS 


Norfloxacin  in  Urinary  Tract  Infections: 
Cost  Effectiveness  Analysis 

Melba  Colón.  MD 
Carlos  H.  Ramirez-Ronda  MD,  FACP 
Sonia  Saavedra,  MD,  PhD 
Antonio  Puras,  MD 
Edwin  Maeso,  MD 


Summary:  Norfloxacin  is  a new  quinolone  antibiotic 

with  wide  spectrum  of  activity.  The  present  study  reports 
the  use  of  norfloxacin  400  mg  orally  twice  a day  for  a 
mean  duration  of  15  days  (8-30  days)  in  the  treatment  of  25 
patients  with  urinary  tract  infections,  20  of  which  had 
complicated  infections.  All  the  bacteria  isolated  were 
susceptible  to  norfloxacin  at  concentrations  of  8 ug/ml  or 
less.  At  one  week  post  treatment  86  percent  of  the  infections 
were  erradicated  and  at  4 weeks  post  treatment  the  eradi- 
cation was  only  50  percent  with  9 percent  reinfection  and 
27  percent  relapse.  Cost  effectiveness  study  demonstrated 
that  norfloxacin  was  effective  for  severe  and  complicated 
urinary  tract  infections  caused  by  resistant  strains,  but  not 
cost  effective  for  the  usual  urinary  tract  infection 
pathogens.  Norfloxacin  was  found  safe  and  effective  in  the 
treatment  of  complicated  urinary  tract  infections  caused  by 
norfloxacin  susceptible  pathogens. 

Norfloxacin  is  a new  quinolone  antibacterial  with  a 
wide  spectrum  of  activity  against  bacteria  encount- 
ered in  urinary  tract  infection  (UTI).  It  has  excellent  in 
vitro  activity  (90%  MIC  <0.5  ug/ml  against  members  of 
the  family  Enterobacteriaceae,  which  include  organisms 
such  as  Escherichia  coli,  Klebsiella-Enterobacter  spp., 
indole-positive  and  indole-negative  Proteus  spp.,  Morga- 
nella  morganii  and  Citrobacter  spp.  that  are  both  suscep- 
tible and  resistant  to  the  commonly  used  oral  antimicro- 
bial agents.  Norfloxacin  is  also  active  (90%  MIC  = 1.0 
to  8.0  ug/ml)  against  Serratia  marcescens.  Providencia 
spp.,  Pseudomonas  aeruginosa.  Streptococcus  faecalis  dLwá 
Staphylococcus  saprophyticus.' In  addition,  norfloxacin 
has  proven  activity  against  multiresistant  bacteria.^  Acti- 
vity against  anaerobic  bacteria,  however,  is  not  signifi- 
cant.* Other  important  features  are  low  spontaneous 
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mutation  rates  and  a lack  ot  cross-resistance  with 
nalidixic  acid.' 

Single  dose  studies  reveal  that  400  mg  of  norfloxacin 
administered  orally  produced  mean  concentrations  in 
serum  of  1.58  ug/ml  with  a mean  serum  half-life 
betweeen  3.5  and  4.0  hrs.  Peak  urinary  concentrations  are 
between  150-400  ug/ml.’ 

The  objective  of  this  report  is  to  present  the  results  of 
norfloxacin  in  UTI  and  to  compare  the  cost  of  norflo- 
xacin vs  other  antimicrobial  agents  if  they  had  been 
selected  for  treatment  of  this  group  of  patients. 


Materials  and  Methods 

Twenty-five  patients  with  UTI  participated  in  this 
study.  Informed  consent  was  obtained  from  each  patient. 
Excluded  from  entering  the  study  were  patients  with 
allergic  diathesis,  any  serious  systemic  diseases  including 
impaired  renal  function  or  concomitant  infection,  and 
patients  who  had  received  antimicrobials  within  72  hours 
before  drug  therapy  was  initiated. 

Urine  cultures  to  evaluate  efficacy  and  blood 
samples  for  laboratory  evaluation  of  hematologic, 
renal,  and  hepatic  safety  parameters  were  obtained  for 
each  patient  before  and  during  therapy  (days  2 to  4)  and  5 
to  9 days  post  therapy.  Also,  specimens  were  obtained  for 
urinalysis.  A final  urine  culture  was  obtained  late  (4  to  6 
weeks)  post  (nerapy.  Bacteriologic  outcomes  for  patho- 
gens isolated  at  pre treatment  were  evaluated  during  and 
after  therapy  or  at  the  time  therapy  was  discontinued. 

The  bacteriological  outcome  was  defined  as  follows. 
Eradication  was  indicated  by  negative  follow-up  urine 
cultures.  Persistence  was  indicated  by  a positive  urine 
culture  for  the  same  bacterium  during  or  after  therapy. 
The  outcome  was  defined  as  superinfection  when  a 
different  bacterium  was  detected  during  therapy  or 
within  1 week  of  discontinuation  of  therapy  and  as  rein- 
fection when  a different  bacterium  was  detected  at  4 to  6 
weeks  post  therapy.  Relapse  was  indicated  by  the  reap- 
pearance at  4 to  6 weeks  post  therapy  of  the  initial 
bacterium.  Antimicrobial  susceptibility  testing  was  done 
by  both  microdilution  technique.  Resistance  was  indica- 
ted by  an  MIC  of  > 16  mcg/ml.  Norfloxacin  was  admi- 
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nistered  at  a dose  of  400  mg  orally  b.i.d. 

Based  on  individual  characteristics  of  the  patients, 
drug  allergies,  possible  drug  interactions,  etc)  and  the 
results  of  antimicrobial  susceptibility  testing  of  patho- 
gens isolated,  a possibly  alternative  therapy  was  selected 
for  comparative  purposes  assuming  that  norfloxacin  was 
not  available.  Thus,  the  alternative  therapies  selected 
reflect  individual  situations  for  each  patient.  However,  it 
is  recognized  that  other  choices  could  have  been 
available.  Whenever  possible  oral  agents  were  selected 
first.  Also,  the  doses  .selected  for  the  parenteral  agents 
may  seem  low  to  some  infectious  diseases  clinicians  and 
even  combined  use  of  beta  lactams  and  aminoglycosides 
would  have  been  used.  Nevertheless,  we  elected  single 
agents  whenever  possible  and  low  doses  to  keep  costs  for 
the  comparative  agents  as  low  as  possible.  Likewise,  the 
choice  of  chloramphenicol  does  not  necessarily  mean  an 
endorsement  of  this  antibiotic  for  routine  use  in  UTI, 
however,  it  was  the  only  comparative  agent  active  against 
the  bacterium  isolated.  Possible  alternative  therapies,  the 
number  of  cases  to  be  treated  with  each  and  the  average 
duration  of  therapy  for  each  alternative  are  shown  in 
Table  1. 

The  cost  of  alternative  therapy  wascalculated  using  the 
average  wholesale  prices  in  Drug  Topics  Red  Book  1987. 
The  prices  per  unit  obtained  from  the  above  mentioned 
source  are  shown  in  Table  2.  The  cost  for  norfloxacin  was 
estimated  to  be  $1 .50  per  tablet  ($3.00  daily),  at  present  it 
ranges  from  $1.50  to  $1.80  per  tablet  or  from  $3.00  to 
$3.60  daily. 


Table  I - Norfloxacin  in  UTI  - Cost  Effectiveness 


Optimal  Alternative 

ol  ca 

Nt»rrin\;uin 

.ncniyi.- 

Nus  (liiral itin  da 

R\ 

Xssnnu'd 

^s  (lailN  tlttsaiic 

Gentamicin 

7 

22 

80mg  IV  q I2h 

Piperacillin/ Amikacin 

1 

21 

2g  IV  q 8h* 

TMP-SMX 

2 

20 

I60/800mg  PO  bid 

Piperacillin/Gentamicin 

2 

19 

— 

Cefotaxime 

2 

14 

Ig  IV  q 8h 

Chloramphenicol 

1 

14 

SOOmg  PO  QID 

Amikacin 

1 

1.1 

250mg  IV  q I2h 

Ampicillin 

6 

13 

SOOmg  PO  QID 

•Piperacillin  nnlv 


Table  2 

- Average  Wholesale  Price* 

Price/Unit 

Ampicillin 

500  mg  capsule 

0.11 

Omnipcn” 

SOO  mg  capsule 

0.24 

Polycillin " 

500  mg  capsule 

0.37 

Bactrim  l)S" 

tablet 

0.,S8 

Chloramphenicol 

2.S0  mg  capsule 

0.22 

C'hlortniivcclin" 

250  mg  capsule 

0.43 

(icnianiicin 

SO  mg  vial 

1 ,Sb 

Ciara  mvcin " 

SO  mg  \ ial 

4. 19 

Aniikin " 

SIKI  mg  vial 

22.85 

Claloran" 

1 (1  g vial 

11  44 

Pipracil  “ 

2.0  g \ lal 

8.80 

•AWP  Drag  lopics  Kcd  B 

ook  1987 

Table  3 - Susceptibility  of  Bacteria  Recovered 


Bad  eria 

No. 

MIC  (ug/ml)  RANGE 

Escherichia  coli 

11 

<0.008 

- 0.5 

Pseudomonas  fluorescens 

6 

0.125 

- 4.0 

Pseudomonas  aeruginosa 

4 

0.25 

- 8.0 

Pseudomonas  spp. 

3 

0.1235 

- 1.0 

Serratia  marcescens 

2 

0.125 

- 1.0 

Proteus  mirabilis 

1 

0.03 

Proteus  indole  (+) 

1 

0.02 

Klebsiella  pneumoniae 

1 

0.2 

Citrobacter  diversus 

1 

0,125 

Group  B streptococcus 

1 

8.0 

Enterococcus 

1 

4.0 

Table  4 - Bacteriological  Outcome 


At  one  week  post  treatment  At  4 weeks  post  treatment 


No.  Patients 

Percent 

No.  Patients 

Percent 

Eradication 

19 

86 

Eradication 

1 1 

50 

Persistence 

3 

14 

Relapse 

6 

27 

22 

Reinfection 

2 

9 

19 

Of  the  25  patients  entered  into  the  study,  22  were 
evaluable  (17  men  and  5 women).  Ages  ranged  was  from 
27  to  90  years  old;  average  and  median  ages  were  years. 
The  duration  of  therapy  ranged  from  8 to  30  days  with  a 
mean  duration  of  15  days.  UTI  was  classified  as  compli- 
cated in  20  patients.  Associated  conditions  included 
diabetes  mellitus,  arterial  hypertension,  benign  prostatic 
hypertrophy,  urethral  stricture,  neurogenic  bladder, 
prostatic  carcinoma,  systemic  lupus  erythematous  and 
progressive  systemic  sclerosis. 

Bacteria  isolated  and  their  susceptibility  to  norfloxacin 
are  depicted  in  Table  3.  A summary  of  bacteriologic 
outcomes  at  one  and  four  weeks  post  therapy  is  depicted 
in  Table  4.  Bacteria  which  persisted  in  urine  at  one  week 
post  therapy  follow-up  cultures  were  Pseudomonas 


Table  5 - Norfloxacin  in  UTI  - Cost  Effectiveness 

Total  Cost 


Alternative* 


Oral  Alternatives 

Days  Rx 

Therapy 

Noroxin'® 

Ampicillin 

13 

$ 6 

$89 

Omnipen" 

13 

13 

39 

Piilvcillin'”' 

13 

19 

39 

Bad  rim'”' 

20 

23 

60 

ChUiramphenicol 

14 

25 

42 

Chkiromvcetin'” 

14 

71 

42 

Gentamicin 

22 

69 

66 

Gara  mvcin” 

22 

184 

66 

Amikin  ” 

13 

297 

39 

C'lal  oran " 

14 

480 

42 

Pipracill  ” /Gentamicin 

19 

560 

57 

Pipracill  ” /Amikin" 

21 

1033 

63 

* 1 foes  not  include  cost  o 

f 1\'  solutions 

/equipment  and 

indirect  costs 
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fluorescens  1,  Pseudomonas  aeruginosa  I,  and  E.  coli  I. 
Relapses  at  4 weeks  post  therapy  occurred  in  3 patients 
with  E.  coli,  one  each  with  Ps.  fluorescens  and  Serrada 
marcescens. 

Based  upon  choosing  the  least  expensive  alternative 
antibiotic  to  which  the  patient’s  organism  was  susceptible, 
the  therapeutic  course  ranged  in  cost  from  $6  to  $ 1 033  for 
direct  drug  cost  alone  (Table  5). 

The  mean  norfloxacin  treatment  costs  $50.00 

Discussion 

Published  clinical  experience  with  norfloxacin  indicates 
not  only  excellent  spectrum  of  antimicrobial  activity 
against  clinical  isolates  of  UTI,  but  good  rates  of  bacte- 
riological cures  in  cases  of  uncomplicated  and  compli- 
cated UTI.‘°>  “ Also  favorable  results  in  patients  with 
UTI  with  Pseudomonas  aeruginosa  have  appeared.’^  One 
multiclinic  comparative  study  indicated  significantly 
higher  cure  rates  for  norfloxacin  that  for  trimethoprim- 
sulfamethoxazole.'^  Clinical  studies  of  norfloxacin  vs 
parenteral  antimicrobial  agents  indicate  similar  cure 
rates  in  UTI.''*  In  this  study  86%  of  patients  were  cures 
using  one  week  post  therapy  bacteriologic  information. 
Follow-up  data  at  4 weeks  post  therapy  indicated  lower 
bacteriologic  cure  rates  due  to  either  relapse  or  reinfec- 
tion. This  suggests  that  some  patients  could  have 
benefited  from  long  term  suppresive  therapy. 

The  cost  analysis  conducted  in  this  study  suggests  that 
when  clinical  information  is  available  including  antimi- 
crobial susceptibility  testing,  norfloxacin  may  not  be  cost 
effective  when  susceptibility  testing  permits  prescription 
of  a common  oral  antimicrobial  agent.  Because  of  its 
broad  spectrum  of  activity,  its  efficacy  and  tolerability, 
norfloxacin  may  be  cost  effective  in  the  treatment  of 
complicated  urinary  tract  infections  in  which  multiply- 
resistant  bacteria  may  be  present.  This  is  particularly  true 
in  patients  where  the  potential  or  nosocomial  (hospitalized 
and  recently  discharged  patients)  or  other  multiply 
resistant  pathogens  (patients  with  multiple  antibiotic 
course  for  UTI)  may  be  encountered.  In  these  patients 
higher  failure  rates  for  other  antimicrobials  may  impact 
on  the  cost  of  additional  testing  and  therapy.  This, 
however,  may  not  be  the  case  for  the  simpler  form  of  UTI 
where  diagnostic  stratification  is  done.  For  those  patients 
with  proven  UTI  due  to  multi  resistant  bacteria,  therapy 
with  norfloxacin  may  represent  a cost  effective  choice. 


Resumen:  Norfloxacin  es  un  nuevo  antibiótico  perte- 

neciente a los  quinolonas  con  un  amplio  espectro  de  acti- 
vidad antimicrobiona.  El  presente  estudio  reporta  el  uso  de 
norfloxacin  400  mg  por  via  oral  dos  veces  al  día  por  una 
duración  promedio  de  15  días  (8-30  días)  en  el  tratamiento 
de  25  pacientes  con  infecciones  de  tracto  urinario,  de  las 
cuales  20  tenían  infecciones  complicadas.  Todas  las  cepas 
bacterianas  recobradas  eran  susceptibles  a norfloxacin  a 
concentraciones  de  8 ug/ml  o menos.  Una  semana  después 
de  terminar  el  tratamiento  el  86  porciento  de  las  infecciones 
fueron  erradicadas  y a 4 semanas  de  terminar  el  trata- 


miento fue  solamente  el  50  porciento,  con  un  9 porciento  de 
reinfección  y 27  porciento  de  recaída.  El  estudio  de  la 
efectividad  de  costo  demostró  que  norfloxacin  fue  efectivo 
para  infecciones  complicadas  y severos  causadas  per  cepas 
multiresistentes,  pero  no  fue  efectivo  desde  el  punto  de  vista 
de  costo  para  infecciones  del  tracto  urinario  causada  por  los 
patógenos  usuales.  Norfloxacin  resultó  ser  seguro  y 
efectivo  en  el  tratamiento  de  infecciones  complicadas  del 
tracto  urinario  causadas  por  patógenos  susceptibles  a 
norfloxacin. 
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NUEVO 


MEDIPREN 


® 

Caplets/ 
Tabletas 
de  ZOOmg 
de  ibuprofén 


Una  alternativa  mejor  para 
dolores  musculares  y torceduras 


Poder  analgésico  comprobado... 

• Dosis  por  dosis.  ZOOmg.  de  ibuprofén 
MEDIPREN  suplen  alivio  tan  efectivo 
contra  el  dolor  como  650  mg.  de 
aspirina.' 

• Reducción  significativa  en  la  severidad 
y duración  del  dolor  de  torceduras  y 
otras  heridas  al  tejido  blando.^ 

• Para  el  dolor  menor  de  la  artritis, 
una  acción  analgésica  que  fue 
considerada  efectiva  en  el  93%  de 
los  pacientes  que  exhibían 
primariamente  padecimiento  reumático 
no  articular  de  hombro  y espalda.^ 


Eficacia  analgésica  de  200mg  de  ibuprofén  i/s. 
650mg  de  aspirina. 


...con  menos  efectos  Gl 
secundarios 

• Se  tolera  mejor,  con  menos 
irritación  a la  mucosa  gástrica  que 
la  aspirina.'* 

• Menor  incidencia  de  efectos 
secundarios  Gl,  con  menos 
potencial  de  daño  serio  al 
tracto  Gl. 

Una  alternativa  mejor  para 
la  dismenorrea 

• Eficacia  significativamente  mayor 
que  la  de  650mg  de  aspirina.^ 


Dosis  sugerida:  Una  caplet  o téibleta  ci4-6  horcis.  Si  el  dolor  no 
respondierci,  pudieran  usarse  2 caplets  o tabletéis  sin  exceder  1, ZOOmg  en  24  horas. 
A los  pacientes  debe  alertárseles  a leer  y seguir  las  indicaciones 
de  la  etiqueta  del  producto.  No  deben  tomar  MEDIPREN  si  previamente 
han  tenido  reacción  alérgica  a la  ¿ispirina. 
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LOS  OBJETIVOS  DE  SALUD  PARA 
ESTADOS  UNIDOS  EN  1990  Y SU 
APLICACION  A PUERTO  RICO. 


El  Progreso  en  Puerto  Rico  hacía  los 
Objetivos  Nacionales  de  Salud  para  1990: 
Conclusiones  (XVI). 

José  G.  Rigau-Pérez,  M.D.,  FAAP* 


Resumen:  En  1980  el  Servicio  de  Salud  Pública  de  los 

Estados  Unidos  (EU)  publicó  unas  metas  para  el  mejora- 
miento de  la  salud  de  los  habitantes  del  país  en  los  próximos 
diez  años.  Este  artículo  es  la  conclusión  de  una  serie  en  que 
se  ha  discutido  la  situación  en  Puerto  Rico  (PR)  respecto  a 
las  condiciones  de  salud  y programas  mencionados  en  esos 
objetivos.  Ya  hemos  alcanzado  (y  sobrepasado)  aquí  la 
reducción  en  mortalidad  deseada  para  niños  y jóvenes  (de  1 
a 24  años  de  edad).  Estamos  lejos  de  alcanzar  la  mortalidad 
infantil  deseada  para  1990  y estamos  tan  lejos  como  los  EU 
de  la  meta  para  la  mortalidad  de  adultos  de  25  a 64  años  de 
edad.  La  diferencia  más  marcada  entre  PR  y EU  en  el 
progreso  hacia  estos  objetivos  de  salud  radica,  no  en  el  por 
ciento  de  ellos  que  ha  sido  alcanzado,  sino  en  la  mayor  fre- 
cuencia para  la  isla  de  objetivos  sobre  los  cuales  no  hay 
información  de  referencia.  Este  análisis  señala  seis  retos 
simultáneos  para  aumentar  la  calidad  y duración  de  la  vida 
de  los  puertorriqueños:  recoger,  analizar  y diseminar 
información  tanto  sobre  problemas  de  salud  como  sobre 
conducta,  actitudes  y conocimientos  de  la  población; 
actualizar  y expandir  las  normas  para  los  servicios  de  salud 
preventiva  en  la  comunidad;  establecer  prioridades  que 
sean  conocidas  a todos  los  niveles  del  servicio  de  salud; 
conseguir  un  esfuerzo  interagencíal  para  alcanzar  los  obje- 
tivos de  salud;  conseguir  la  incorporación  de  los  servicios 
preventivos  al  cuidado  médico  rutinario;  por  último, 
conseguir  se  remunere  a los  proveedores  de  salud  por 
integrar  los  servicios  preventivos  a ese  cuidado  médico. 

En  1980  el  Servicio  de  Salud  Pública  de  los  Estados 
Unidos  (“U.S.  Public  Health  Service”)  publicó  unas 
metas  para  el  mejoramiento  de  la  salud  de  los  habitantes 
del  país  en  los  próximos  diez  años.'  Este  artículo  es  la 
conclusión  de  una  serie  de  dieciseis  artículos  publicados 
en  este  Boletín,  en  que  se  ha  discutido  la  situación  en 


*"Medical  Epidemiologist.  Division  of  Field  Services  Centers  for 
Disease  Control”:  Director,  División  de  Epidemiología.  Departamento  de 
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Puerto  Rico  respecto  a las  condiciones  de  salud  y progra- 
mas mencionados  en  esos  objetivos.^"'^  Las  metas  de 
salud  para  1990  identificaron  los  siguientes  quince 
asuntos  prioritarios:  control  de  la  hipertensión,  planifi- 
cación familiar,  salud  durante  el  embarazo  y el  primer 
año  de  vida,  inmunizaciones,  enfermedades  de  trasmi- 
sión sexual,  control  de  agentes  tóxicos,  seguridad  y salud 
ocupacional,  prevención  de  accidentes  y control  de 
lesiones,  fluoruración  y salud  dental,  vigilancia  y control 
de  enfermedades  infecciosas,  el  tabaquismo  y la  salud, 
abuso  de  alcohol  y drogas,  nutrición,  aptitud  física  y 
ejercicio,  y control  del  estrés  y el  comportamiento  vio- 
lento. Dentro  de  cada  área  se  especificaron  los  objetivos  a 
alcanzar  para  1990.  Estos  objetivos  (226  en  total), 
planteados  de  manera  mensurable,  se  desarrollaron  en 
consulta  con  más  de  quinientos  expertos  de  los  sectores 
público  y privado,  que  representaban  agencias  de  salud 
federales,  estatales  y locales,  grupos  de  consumidores, 
organizaciones  de  voluntarios  y profesionales  de  salud. 
Los  objectivos  se  establecieron  tomando  en  cuenta  las 
tendencias  actuales  de  factores  pertinentes,  tales  como 
cambios  demográficos,  estilos  de  vida  y la  disponibilidad 
de  fondos,  y detallando  lo  que  se  asumió  ocurriría  con 
estos  factores  en  la  década  de  1981  a 1990.  Los  objetivos 
no  se  han  establecido  como  una  responsabilidad  federal; 
han  de  alcanzarse  por  los  esfuerzos  de  toda  la  gama  de 
agencias  e instituciones  públicas  y privadas,  de  personas 
y comunidades.  El  gobierno  federal  se  ve  llamado  a 
dirigir,  catalizar  y respaldar  un  esfuerzo  colectivo  con 
móviles  locales,  y lleva  a cabo  evaluaciones  periódicas  del 
progreso  hacia  esos  objetivos. 

Los  objetivos  de  salud  para  1990  se  establecieron  aten- 
diendo a las  necesidades,  prioridades  y recursos  de  los 
Estados  Unidos.  He  considerado  válido  evaluar  la 
situación  en  Puerto  Rico  respecto  a estos  objetivos 
porque  los  problemas  de  salud  de  la  isla  son  muy 
parecidos  a los  de  los  50  estados,  y las  expectativas  de  los 
puertorriqueños  respecto  a bienestar  y longevidad  no  son 
menores  que  las  de  los  residentes  de  la  Unión.  Muchos 
estados  han  llevado  a cabo  evaluaciones  similares. En 
este  artículo  compararé  el  progreso  general  hacia  estos 
objetivos  en  Puerto  Rico  con  el  progreso  en  Estados 
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Unidos,  después  de  comentar  la  situación  puertorriqueña 
respecto  a metas  de  salud  establecidas  por  la  Organiza- 
ción Mundial  de  la  Salud  (OMS)  y otras  instituciones 
supranacionales. 

Métodos 

Los  objetivos  reseñados  en  esta  serie  de  artículos 
fueron  traducidos  por  el  autor  y se  citaron,  en  comillas, 
tal  como  aparecen  en  el  texto  original  en  inglés.’  Cada 
objetivo  se  rotuló  “AA”,  “P”,  o “I”  de  acuerdo  con  los 
siguientes  criterios:  AA  (aparentemente  alcanzado)  si  la 
evidencia  disponible  indica  que  el  estado  de  la 
enfermedad  o de  la  técnica  de  salud  pública  al  momento 
actual  en  Puerto  Rico  concuerda  con  lo  deseado  para 
1990;  P (perseguido)  si  hay  al  momento  un  esfuerzo  de 
recogida  de  datos  respecto  al  problema  y/o  un  programa 
establecido  para  el  control  de  la  enfermedad  o prestación 
del  servicio;  I (indocumentado)  si  la  información 
específica  que  estipula  el  objetivo  no  se  conoce  para 
Puerto  Rico. 

El  progreso  hacia  estos  objetivos  ha  sido  medido  en 
Estados  Unidos  de  forma  parecida  a la  arriba  descrita, 
usando  cuatro  categorías:  objetivos  alcanzados,  los  que 
probablemente  serán  alcanzados,  los  que  no  es  probable 
que  sean  alcanzados,  y aquellos  para  los  que  no  hay 
información  de  referencia.'*  Para  comparar  la  situación 
en  Estados  Unidos  con  Puerto  Rico,  he  colapsado  las 
categorías  segunda  y tercera  en  una  sola,  equivalente  a la 
“P”  (perseguido)  usada  en  el  resto  de  estos  artículos.  Las 
estadísticas  de  mortalidad  en  Puerto  Rico  en  1977  y 1984, 
y de  Estados  Unidos  en  1984  se  extrajeron  de  los  informes 
anuales  de  estadísticas  vitales  del  Departamento  de  Salud 
de  Puerto  Rico,  y de  la  evaluación  recientemente  llevada 


Tabla  1 - Metas  de  salud  infantil  de  la 
Academia  Americana  de  Pediatria 


Todos  los  niños  deben  ser  deseados  y deben  nacer  de  madres 
saludables. 

Todos  los  niños  deben  nacer  bien. 

Todos  los  niños  deben  ser  inmunizados  contra  las  enfermedades 
infecciosas  prevenibles  para  las  que  hay  procedimientos 
recomendados  de  inmunización. 

Todos  los  niños  deben  tener  buena  nutrición. 

Todos  los  niños  deben  ser  educados  sobre  la  salud  y lossistemas 
de  atención  de  .salud. 

Todos  los  niños  deben  vivir  en  un  ambiente  seguro. 

Todos  los  niños  minusválidos  crónicos  deben  poder  funcionar  a 
su  nivel  óptimo. 

Todos  los  niños  deben  vivir  en  un  ambiente  familiar  con  un 
ingreso  adecuado  para  proveer  las  necesidades  básicas  para 
asegurar  la  salud  fisica.  mental  e intelectual. 

Todos  los  niños  deben  vivir  en  un  ambiente  tan  libre  de  conta- 
minantes como  sea  posible. 

Todos  los  adolescentes  y jóvenes  deben  vivir  en  un  ambiente 
social  que  conozca  sus  necesidades  especiales  de  salud,  y sus 
necesidades  especiales  personales  y sociales. 

Fuente:  Referencia  22 


a cabo  por  el  gobierno  federal  del  progreso  en  Estados 
Unidos  hacia  la  obtención  de  los  objetivos  para 
1990  20,  21 

Salud  para  todos  en  el  año  2000 

Estar  saludable  es  una  condición  que,  en  su  momento 
óptimo,  es  igualmente  deseable  para  toda  persona  en 
cualquier  parte  del  mundo.  Sin  embargo,  las  metas  de 
salud  en  diferentes  regiones  pueden  ser  dramáticamente 
distintas,  según  los  problemas  y recursos  de  cada  área. 
Da  un  ejemplo  claro  de  esto  la  diferencia  entre  las  metas 
para  salud  infantil  propuestas  por  la  Academia  Americana 
de  Pediatría  y lo  que  se  ha  sugerido  deben  ser  las 
prioridades  para  mejorar  la  salud  de  los  niños  en  los 
países  en  desarrollo  (Tablas  1 y 2).^^’ 


Tabla  2 - Diez  prioridades  para  salud  infantil 
en  los  países  en  desarrollo 


Paz 

Educación  materna 
Espaciamiento  de  los  nacimientos 

Toxoide  de  tétanos  para  las  mujeres  en  edad  reproductiva 

Asistencia  del  parto  por  personal  entrenado 

Lactancia  materna 

Destete  apropiado 

Inmunización  de  infantes 

Tratamiento  para  enfermedades  agudas 

Agua  limpia 

Fuente:  Referencia  23 


En  1977  la  trigésima  Asamblea  Mundial  de  la  Salud 
adoptó  como  meta  la  “Salud  para  todos  en  el  año 
2000”.^''  La  Asamblea  de  1981  promulgó  doce  indica- 
dores para  medir  el  progreso  de  los  países  hacia  esa  meta 
(Tabla  3).^^  Las  distintas  oficinas  regionales  de  la  OMS 
adoptaron  además  unos  objetivos  más  estrechamente 
relacionados  a las  condiciones  particulares  de  su  área. 
Los  gobiernos  miembros  de  la  Organización  Panameri- 
cana de  la  Salud  (OPS)  se  comprometieron  en  1980  a que 
ningún  país  de  la  región  dejaría  de  lograr  ciertos  objetivos 
a fines  del  decenio  (Tabla  4).^^ 

Como  habrá  notado  el  lector  de  estos  artículos,  los 
datos  disponibles  documentan  (o  sugieren  fuertemente) 
que  el  nivel  de  salud  y organización  de  servicios  en  Puerto 
Rico  sobrepasa  lo  que  señalan  todas  las  metas  regionales 
de  la  OPS  y los  incisos  7 a 12  de  los  indicadores  globales 
de  la  OMS.  Los  primeros  seis  indicadores  globales  de  la 
OMS  podrían  considerarse  alcanzados  en  Puerto  Rico 
(con  ciertas  matizaciones),  pero  se  refieren  a estrategias 
políticas  y sociales  que  no  han  sido  evaluadas  por  este 
autor. 

Progreso  hacia  los  Objetivos  de  Salud 
en  Estados  Unidos  y Puerto  Rico 

Las  metas  generales  de  salud  de  Estados  Unidos  están 
expresadas  en  términos  de  reducción  de  la  mortalidad  en 
cuatro  grupos  de  la  población — menores  de  un  año  de 
edad,  niños  de  1 a 14  años,  adolescentes  y jóvenes  (de  15 


278 


José  G.  Rigau-Pérez.  MD.  FAAP 


Vo!.  79  Num.  7 


Tabla  3 - Indicadores  promulgados  por  la  Asamblea  Mundial 
de  la  Salud  en  1981  para  medir  el  progreso  de  los  países  hacia 
la  meta  de  “Salud  para  todos  en  el  año  2000” 


1)  “La  salud  para  todos”  ha  sido  adoptada  como  política  en  el  más 
alto  nivel  oficial. 

2)  Se  han  constituido  o fortalecido  mecanismos  para  asociar  a la 
población  en  la  ejecución  de  las  estrategias,  y esos  mecanismos 
funcionan  efectivamente. 

3)  Se  destina  a la  salud  por  lo  menos  el  5%  del  producto  nacional 
bruto. 

4)  Se  dedica  una  proporción  razonable  de  los  gastos  nacionales  en 
salud  a la  atención  de  salud  local. 

5)  Los  recursos  están  distribuidos  equitativamente. 

6)  Los  países  en  desarrollo  tendrán  estrategias  de  “salud  para  todos” 
bien  definidas,  acompañadas  de  asignaciones  de  recursos 
explícitas,  cuyas  necesidades  en  materia  de  recursos  externos 
reciben  apoyo  sostenido  de  países  más  acomodados. 

7)  La  atención  primaria  de  salud  está  a disposición  de  toda  la 
población  y comprende  por  lo  menos  los  elementos  siguientes: 
-agua  potable  en  la  vivienda,  o a una  distancia  que  no  exceda  de 
15  minutos  a pie,  e instalaciones  de  saneamiento  adecuadas  en  la 
vivienda  o en  su  proximidad  inmediata; 

-inmunización  contra  la  difteria,  el  tétanos,  la  tos  ferina,  el 
sarampión,  la  poliomielitis  y la  tuberculosis; 

-atención  de  salud  local,  incluida  la  posibilidad  de  disponer  de  20 
medicamentos  esenciales  por  lo  menos,  a una  distancia  que  pueda 
recorrerse  en  una  hora  de  marcha  o transporte; 

-personal  adiestrado  para  la  asistencia  a la  maternidad  y a los 
partos  y para  la  asistencia  a los  niños,  por  lo  menos  durante  el 
primer  año  de  vida. 

8)  El  estado  nutricional  de  los  niños  es  satisfactorio,  por  cuanto: 
-el  90%  por  lo  menos  de  los  recién  nacidos  tiene  un  peso  al  nacer  de 
2500  g (5  Ibs  8 oz)  como  mínimo; 

-el  90%  por  lo  menos  de  los  niños  tiene  un  peso  para  la  edad  que 
corresponde  a las  normas  basadas  en  los  valores  de  referencia 
establecidos  por  la  OMS. 

9)  La  tasa  de  mortalidad  infantil  para  todos  los  subgrupos  que 
pueden  identificarse  es  inferior  a 50  por  1000  nacidos  vivos. 

10)  La  experiencia  de  vida  al  nacer  es  de  más  de  60  años. 

11)  La  tasa  de  alfabetismo  de  adultos  para  hombres  y mujeres 
sobrepasa  el  70%. 

12)  El  producto  nacional  bruto  por  habitante  sobrepasa  los  US  $500. 

Euente:  Referencia  25 


alcanzado  (y  sobrepasado)  en  Puerto  Rico  la  reducción 
en  mortalidad  deseada  para  niños  y jóvenes  (de  1 a 24 
años  de  edad).  Estamos  lejos  de  alcanzar  la  mortalidad 
infantil  deseada  para  1990  y estamos  tan  lejos  como  los 
Estados  Unidos  de  la  meta  para  la  mortalidad  de  adultos 
de  25  a 64  años  de  edad. 

La  Tabla  5 indica  cuántos  de  los  objetivos,  en  cada  una 
de  las  quince  áreas  de  interés,  están  alcanzados  o siendo 
perseguidos  y sobre  cuántos  no  hay  información  de 
referencia.  El  área  con  mayor  número  de  objetivos  alcan- 
zados es  Inmunizaciones  (5,  ó 28%).  El  área  con  mayor 
número  de  objetivos  sobre  los  cuales  no  hay  información 


FIGURA  1 

MORTALIDAD  INFANTIL  ESTADOS  UNIDOS 
Y PUERTO  RICO  NIÑOS  MENORES  DE  1 AÑO 


Figura  1.  Mortalidad  infantil  en  Puerto  Rico  (1977  y 1984)  y Estados 
Unidos  (1984)  y el  objetivo  para  1990.  Datos  obtenidos  de  las  referencias 
18,  20  y 21. 


Tabla  4 - Objetivos  de  salud  para  1990  para  los  países  miembros 
de  la  Organización  Panamericana  de  la  Salud 

Se  extenderá  a toda  la  población  el  acceso  a los  servicios  de  salud. 

Se  proporcionarán  a todos  los  lactantes  servicios  de  inmunización 

contra 

Se  extenderán  a toda  la  población  los  servicios  de  abastecimiento  de 
agua  y eliminación  de  desechos  sólidos. 

La  esperanza  de  vida  al  nacer  no  será  inferior  a 70  años  en  ningún  país. 

La  mortalidad  infantil  no  superará  la  cifra  de  30  defunciones  por  1 ,000 
nacidos  vivos. 

La  tasa  de  mortalidad  de  niños  de  1 a 4 años  no  será  superior  a 2.4 
defunciones  por  cada  1,000  niños  de  esa  edad. 

Euente:  Referencia  26 


a 24  años),  y adultos  (de  25  a 64  años  de  edad).  Estos  son 
los  cuatro  grupos  cuya  mortalidad  en  1990  será  más 
afectada  por  medidas  implantadas  en  la  década  previa. 
La  mortalidad  para  esos  grupos  en  Puerto  Rico  en  1977  y 
1984,  en  Estados  Unidos  en  1984,  y la  meta  para  cada 
grupo  en  1990  se  presenta  en  las  figuras  1-4.  Ya  hemos 


FIGURA  2 

MORTALIDAD  EN  NIÑOS  (1  A 14  AÑOS) 
ESTADOS  UNIDOS  Y PUERTO  RICO 


Figura  2.  Mortalidad  en  niños  de  1 a 14  años  en  Puerto  Rico(  1977  y 1984) 
y Estados  Unidos  (1984)  y el  objetivo  para  1990.  Datos  obtenidos  de  las 
referencias  18,  20  y 21. 
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FIGURAS 

MORTALIDAD  EN  JOVENES  (15  A 24  AÑOS) 
ESTADOS  UNIDOS  Y PUERTO  RICO 
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FIGURA  4 

MORTALIDAD  EN  ADULTOS  (25  A 64  AÑOS) 
ESTADO  UNIDOS  Y PUERTO  RICO 
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Figura  3.  Mortalidad  en  jóvenes  de  15  a 24  años  en  Puerto  Rico  (1977  y 
1984)  y Estados  Unidos  (1984)  y el  objetivo  para  1990.  Datos  obtenidos  de 
las  referencias  18,  20  y 21. 


Figura  4.  Mortalidad  en  adultos  de  25  a 64  años  en  Puerto  Rico  (1977  y 
1984)  y Estados  Unidos  (1984)  y el  objetivo  para  1990.  Datos  obtenidos  de 
las  referencias  18,  20  y 21. 


de  referencia  es  Salud  ocupacional  (13,  ó 65%),  pero  el 
área  con  mayor  proporción  de  objetivos  sin  información 
de  referencia  es  Hipertensión  (8  de  9,  89%). 

En  las  distintas  áreas  los  objetivos  se  dividieron  en 
varias  categorías:  Mejoramiento  del  estado  de  salud, 
Reducción  de  factores  de  riesgo.  Mayor  concientización 
pública  y profesional.  Mejoramiento  de  los  servicios  y la 
protección,  y Mejoramiento  en  la  vigilancia  y los  sistemas 
de  evaluación.  Las  categorías  con  mayor  y menor 
proporción,  respectivamente,  de  objetivos  logrados 
fueron  la  de  objetivos  para  el  Mejoramiento  del  estado  de 
salud  (17%  alcanzados)  y la  de  Aumentar  la  concientiza- 
ción pública  y profesional  (0  alcanzados).  Esas  mismas 


áreas  tuvieron  la  menor  y la  mayor  proporción  de 
objetivos  sin  información  de  referencia  (33  y 87%, 
respectivamente).  La  diferencia  más  marcada  entre 
Puerto  Rico  y Estados  Unidos  en  el  progreso  hacia  los 
objetivos  de  salud  radica,  no  en  el  por  ciento  de  ellos  que 
ha  sido  alcanzado,  sino  en  la  mayor  frecuencia  para  la  isla 
de  objetivos  sin  información  de  referencia,  con  la  resul- 
tante menor  frecuencia  aqui  de  objetivos  perseguidos. 

En  artículos  anteriores  de  esta  serie  se  ha  señalado  la 
ausencia  general  de  datos  en  Puerto  Rico  sobre  los  estilos 
de  vida  de  la  población.  Este  vacío  se  debe,  en  primer 
lugar,  a la  falta  de  investigación  local  sistemática  por 
parte  de  instituciones  académicas  y gubernamentales.  No 


Tabla  5 - Progreso  hacia  los  Objetivos  de  Salud  para  1990  en  Puerto  Rico 
Comparado  con  los  Estados  Unidos 


Mejoramiento  de  Reducción  de  Mejoramiento  de 

Estado  de  Servicios  y Factores  de  Mayor  Concientización  Servicios  de  Vigilancia 

Salud  Protección  Riesgo  Pública  y Profesional  y Evaluación 


AA 

P 

1 

AA 

P 

1 

AA 

P 

1 

AA 

p 

I 

AA 

P 

1 

1. 

Vigilancia  infecciones 

4 

1 

2 

1 

2 

2 

II. 

Inmunizaciones 

4 

4 

1 

2 

4 

1 

2 

111. 

Enfermedades  de 

trasmisión  sexual 

1 

4 

1 

1 

1 

1 

1 

1 

IV. 

Hipertensión 

1 

1 

1 

2 

2 

2 

V. 

Planificación  familiar 

1 

1 

5 

2 

1 

VI. 

Salud  ocupacional 

4 

.1 

1 

1 

2 

6 

2 

1 

VII. 

Embarazo  e infancia 

4 

4 

5 

1 

2 

1 

1 

1 

VIII. 

Estrés  y violencia 

1 

1 

1 

1 

2 

1 

1 

1 

1 

IX. 

Lesiones 

4 

.1 

1 

1 

1 

2 

2 

1 

X. 

Alcohol  y drogas 

3 

} 

2 

1 

1 

2 

4 

1 

XI. 

Nutrición 

2 

1 

2 

2 

1 

5 

1 

1 

XII. 

Tabaquismo 

1 

1 

3 

1 

1 

5 

2 

1 

XIII. 

Aptitud  Tísica 

1 

1 

1 

2 

2 

2 

XIV. 

Salud  dental 

2 

1 

1 

1 

1 

1 

1 

1 

XV. 

Tóxicos  ambientales 

2 

4 

2 

5 

1 

4 

2 

Total 

10 

29 

19 

3 

27 

21 

1 

20 

26 

0 

5 

11 

1 

17 

12 

226 

5» 

51 

47 

IX 

12 

PR% 

17 

50 

.1.1 

6 

51 

41 

2 

41 

55 

0 

11 

87 

9 

51 

18 

EU% 

2.1 

55 

22 

16 

51 

33 

2 

71 

25 

10 

79 

10 

11 

81 

6 

AA  - Aparciilcniciilc  alciiii/ado 
P - Pcrscgiiiild 

I - Sin  liiloniiaciiSii  ilc  rclcrcncia 
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se  han  emprendido  los  estudios  necesarios,  no  se  explotan 
los  datos  recogidos  rutinariamente  o en  proyectos 
previos,  no  hay  coordinación  entre  los  investigadores,  y 
las  unidades  de  investigación  de  las  agencias  de  gobierno 
son  pocas,  pequeñas  y pobres  en  recursos  informáticos  y 
técnicos.  Otra  razón  para  la  falta  de  información  sobre  la 
conducta  y las  opiniones  de  la  población  es  que  las 
oficinas  federales  que  han  llevado  a cabo  sondeos  de  este 
tipo  (Negociado  del  Censo,  “National  Center  for  Health 
Statistics”)  no  han  incluido  en  ellos  a Puerto  Rico.  Por 
último,  es  probable  que  alguna  información  pertinente  a 
estos  objetivos  exista  pero  haya  quedado  sin  consultar,  en 
manuscritos  o memorandos  que  no  llegaron  a la  atención 
de  este  autor.  Los  autores  de  un  gran  número  de  estudios 
llevados  a cabo  en  Puerto  Rico  no  llevan  sus  proyectos 
hasta  la  etapa  de  publicación  como  artículo  en  una 
revista  científica.  Esta  serie  puede  haber  subestimado  el 
progreso  hacia  los  objetivos  de  salud  para  1990  en  los 
asuntos  referentes  a iniciativas  privadas  (por  ejemplo,  en 
industrias),  si  éstas  no  han  sido  publicadas  o notificadas  a 
agencias  gubernamentales.  Las  admirables  excepciones  a 
esta  falta  general  de  información  son  tres  estudios, 
citados  muchas  veces  en  artículos  previos  de  esta  serie, 
sobre  factores  relacionados  con  cardiopatía  coronaria, 
patrones  de  consumo  de  alcohol,  y planificación  familiar 
y fecundidad.^’"^®  Un  nuevo  estudio,  sobre  salud  mental, 
puede  ahora  añadirse  a estos. La  información  no  es  sólo 
para  descubrir  problemas,  sino  para  entender  nuestro 
progreso.  Los  datos  citados  en  esta  serie  ayudan  a 
comprender  por  qué  la  expectativa  de  vida  promedio  de 
los  puertorriqueños  es  mayor  que  la  de  los  norteameri- 
canos, aún  con  nuestro  alto  nivel  de  mortalidad  infantil. 
Los  factores  que  explican  esa  diferencia  no  son  ni  la 
benignidad  del  clima,  ni  la  supuesta  facilidad  de  la  vida, 
ni  el  sistema  de  atención  hospitalaria,  sino  la  menor 
prevalencia  del  hábito  de  fumar,  una  dieta  con  más  fibra 
y menos  colesterol,  menor  acceso  al  uso  de  automóviles  y 
menor  prevalencia  de  estilos  de  vida  sedentarios. 
¿Cuántas  de  estas  ventajas  no  estaremos  ya  perdiendo,  por 
no  haberle  señalado  sus  beneficios  a la  población? 

Retos 

Aunque  el  mejoramiento  de  la  salud  en  Puerto  Rico 
depende  de  las  acciones  de  los  ciudadanos,  las  institu- 
ciones de  enseñanza,  las  asociaciones  cívicas  y religiosas 
y las  empresas  privadas,  es  innegable  que  el  liderazgo  le 
corresponde  al  gobierno,  y específicamente  al  Departa- 
mento de  Salud.  Esta  serie  de  artículos  señala  seis  retos 
simultáneos  para  esa  agencia,  en  su  tarea  de  aumentar  la 
calidad  y duración  de  la  vida  de  los  puertorriqueños. 

Primero,  recoger,  analizar  y diseminar  información  de 
forma  confiable,  sistemática,  rápida  y flexible,  tanto 
sobre  problemas  de  salud  (lesiones,  enfermedades, 
muertes)  como  sobre  conducta,  actitudes  y conoci- 
mientos de  la  población.  Es  indispensable  conocer  lo  que 
hacen  las  personas  además  de  medir  los  efectos  nocivos 
de  esa  conducta.  Es  esencial  conocer,  no  sólo  la  tasa  de 
mortalidad  por  enfermedad  cardiovascular,  sino  qué  por 
ciento  de  la  población  fuma,  para  poder  eliminar  el 
hábito  del  tabaquismo,  y entonces  disminuir  la  morta- 
lidad cardiovascular.  Esta  necesidad  de  más  y mejor 
información  ya  ha  sido  señalada  como  carencia  global 


del  gobierno  por  el  Consejo  de  Calidad  Estadística  y 
Cuentas  Nacionales,  de  la  Junta  de  Planificación  de 
Puerto  Rico.^‘  El  Departamento  de  Salud  tiene  una 
honrosa  tradición  de  servicio,  pero  es  necesario  recordar 
que,  en  su  época  más  exitosa,  el  servicio  incluía  la  investi- 
gación, además  de  la  atención  directa  a los  pacientes.  La 
necesidad  de  mejor  información  sobre  salud  no  se  limita  a 
un  proyecto  o un  tipo  de  estadística,  pero  con  sólo 
revigorizar  el  Programa  de  Muestra  Básica  (la  unidad  de 
encuestación  del  Departamento)  y llevar  a cabo  un 
estudio  de  pre valencia  de  conductas  que  ponen  a riesgo  la 
salud  (como  los  sondeos  que  llevan  a cabo  periódica- 
mente 25  de  los  estados  de  la  unión  americana)  se  conse- 
guiría un  enorme  cantidad  de  información  sobre  los 
hábitos  de  vida  y las  necesidades  de  orientación  preven- 
tiva de  los  puertorriqueños.^^ 

Segundo,  actualizar  y expandir  las  normas  para  los 
servicios  de  salud  preventiva  en  la  comunidad.  El 
desarrollo  de  “normas  modelo”  ha  sido  muy  útil  para 
mejorar  los  servicios  de  salud  preventiva  en  Estados 
Unidos  y ayudaría  en  Puerto  Rico  a orientar  la  moderni- 
zación y agilización  de  los  mismos. 

Tercero,  establecer  prioridades  claras  y específicas, 
que  sean  conocidas  a todos  los  niveles  del  servicio  de 
salud.  El  plan  estatal  de  salud  para  1985-90  indica  tres 
problemas  prioritarios  para  el  Departamento:  salud 
mental  (incluyendo  adicción  a alcohol  y drogas),  salud  de 
madres  y niños  (incluyendo  inmunizaciones),  y salud 
ambiental  (higiene  de  leche,  calidad  del  agua  potable, 
higiene  en  establecimientos  y servicios  de  alimentación,  e 
higiene  de  la  comunidad,  incluyendo  control  de  mos- 
quitos).^^ Este  esquema  excluye  problemas  cruciales  para 
la  población,  como  son  el  control  de  causas  importantes 
de  cáncer  y enfermedad  cardiovascular  (tabaquismo, 
nutrición,  dieta,  ejercicio,  exposiciones  tóxicas  ocupa- 
cionales  y ambientales).  Los  objetivos  de  salud  para  1990 
proveen  una  concepción  más  abarcadora  de  la  salud.  Su 
adopción  formal  como  desiderátum  para  Puerto  Rico  es 
un  paso  imprescindible  para  que  sean  alcanzados.  Es 
más,  deben  ser  expandidos  para  incluir  el  SIDA,  dengue, 
salud  mental,  y,  si  se  quiere,  objetivos  propuestos 
recientemente  por  otras  agencias  para  dieta,  cáncer  y 
salud  oral.”’ 

Cuarto,  conseguir  un  esfuerzo  interagencial  para 
alcanzar  los  objetivos  de  salud.  Esta  recomendación  ya 
fue  hecha  por  la  Asociación  de  Salud  Pública  de  Puerto 
Rico  en  su  asamblea  anual  de  1985.  El  reconocimiento 
interagencial  de  estos  objetivos  es  indispensable,  pues  las 
oficinas  e instituciones  relacionadas  con  la  salud  pública 
en  la  isla  son  legión.  Además  del  Departamento  de  Salud 
las  más  importantes  son  los  Departamentos  de  Servicios 
contra  la  Adicción,  Servicios  Sociales,  Recreación  y 
Deportes,  Hacienda,  Recursos  Naturales,  Agricultura, 
Transportación  y Obras  Públicas,  Vivienda,  Trabajo  y 
Recursos  Humanos,  e Instrucción  Pública;  la  Junta  de 
Calidad  Ambiental,  “Environmental  Protection  Agency”, 
la  Autoridad  de  Acueductos  y Alcantarillados,  la  Escuela 
de  Salud  Pública  de  la  Universidad  de  Puerto  Rico,  las 
distintas  escuelas  de  medicina,  la  Comisión  para 
Seguridad  en  el  Tránsito,  el  Fondo  del  Seguro  del  Estado, 
“Food  and  Drug  Administration”,  la  Junta  de  Planifica- 
ción, la  Defensa  Civil,  las  asociaciones  de  profesionales  de 
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la  salud,  las  asociaciones  del  Corazón,  del  Pulmón  y 
contra  el  Cáncer,  el  Servicio  de  Bomberos  y la  Policía. 
Aunque  el  trabajo  interagencial  en  Puerto  Rico  no  es  una 
rareza,  usualmente  se  da  para  asuntos  que  necesitan 
atención  inmediata,  no  para  la  planificación  de  solucio- 
nes o prioridades  de  largo  alcance. 

Quinto,  conseguir  la  incorporación  de  los  servicios 
preventivos  al  cuidado  médico  rutinario,  tanto  público 
como  privado.  El  cambio  en  patrones  de  morbilidad  (de 
problemas  infecciosos  a problemas  crónicos)  y el  recono- 
cimiento de  actitudes  y conductas  que  hacen  peligrar  la 
salud,  exigen  la  integración  de  servicios  clínicos  preven- 
tivos en  las  consultas  en  que  el  paciente  busca  el  alivio  de 
unos  síntomas.  Del  éxito  en  esta  empresa  depende  que 
los  hallazgos  y métodos  preventivos  desarrollados  en  las 
investigaciones  de  salud  pública  lleguen  a beneficiar  los 
miembros  de  la  comunidad.  Este  reto  no  existe  sólo  para 
Puerto  Rico,  sino  para  todos  los  países  cuya  población 
tiene  el  perfil  de  salud  de  la  sociedad  industrial  o post- 
industrial. La  Academia  Americana  de  Pediatría  ha 
publicado  unas  “Guías  para  supervisión  de  la  salud”  y el 
“US  Preventive  Services  Task  Force”  está  preparando 
recomendaciones  para  inmunización,  maniobras  de 
detección  y pruebas  de  cernimiento,  y consejería  para 
promoción  de  salud,  dirigidas  a asuntos  como  cesación 
de  fumar,  prevención  de  enfermedades  de  trasmisión 
sexual,  y prevención  de  lesiones  por  colisiones  de  vehícu- 
los de  motor.^®’  Estas  guías  serán  extraordinariamente 
útiles  para  los  profesionales  que  atienden  pacientes,  y 
para  los  responsables  del  entrenamiento  y desempeño  de 
esos  profesionales. 

Sexto  y último,  conseguir  se  remunere  a los  médicos, 
dentistas  y otros  proveedores  de  salud  por  integrar  los 
servicios  preventivos  al  cuidado  médico  rutinario,  tanto 
público  como  privado.  Ya  el  Instituto  de  Medicina  de  la 
Academia  Nacional  de  Ciencias  de  Estados  Unidos 
reconoció  que  para  disminuir  la  mortalidad  infantil  es 
necesario  que  los  aseguradores  que  pagan  por  cuidado 
prenatal  (incluyendo  Medicaid)  paguen  también  por 
servicios  preventivos  expandidos  (incluyendo  identifica- 
ción de  riesgos,  educación  en  salud  al  momento  de  plani- 
ficar el  embarazo  y en  los  años  antes  del  embarazo),  y que 
la  comunidad  provea  los  recursos  para  modificar  los 
riesgos,  una  vez  que  estos  son  identificados.'"  Lo  mismo 
ocurre  con  los  problemas  de  tabaquismo,  obesidad, 
hipertensión,  alcoholismo,  lesiones  automovilísticas  y 
otras  causas  principales  de  muerte  en  nuestra  población. 
De  nada  vale  adiestrar  a los  profesionales  de  salud  en  las 
más  modernas  técnicas  de  prevención  si  al  fin  y al  cabo 
encuentran,  en  su  práctica,  que  la  prevención  es  como  el 
crimen,  que  “no  paga”.  En  el  sistema  público  el  “pago” 
debe  verse  en  la  facilitación  de  estos  servicios  (con  el 
tiempo,  el  equipo,  las  pruebas  de  laboratorio  o el  material 
educativo  necesario),  el  reconocimiento  moral  y econó- 
mico a los  profesionales  que  se  toman  el  trabajo  de 
orientar  preventivamente  y la  reprimenda  de  los  profe- 
sionales que  se  ahorren  tiempo  y trabajo  al  no  atender  la 
prevención  de  problemas  en  sus  pacientes. 

El  progreso  hacia  la  obtención  de  los  objetivos  para 
1990  en  Estados  Unidos  no  ha  sido  uniformemente 
positivo,  como  ya  se  ha  indicado.'*’  Para  considerar 
qué  dirección  debe  tomar  la  política  de  prevención  de 


enfermedades  y promoción  de  salud,  el  “US  Public 
Health  Service”  reunió  en  marzo  de  1986  un  panel  de  ex- 
Secretarios  Auxiliares  de  Salud  (“Department  of  Health 
and  Human  Services”)  y presidentes  de  organizaciones 
nacionales  relacionadas  a la  salud  pública.  El  panel 
identificó  diez  temas  críticos  para  los  esfuerzos  de  pre- 
vención del  Servicio  de  Salud  Pública  hasta  el  año  2000: 

1.  Objetivos  nacionales.  Refinar  y aplicar  objetivos 
nacionales  en  la  prevención  de  enfermedades  y promo- 
ción de  la  salud,  incluyendo  el  fijar  objetivos  para  el  año 
2000. 

2.  Reembolso.  Facilitar  más  amplio  reembolso  por 
servicios  preventivos  rendidos  en  la  consulta  clínica. 

3.  Salud  escolar.  Propiciar  un  gran  esfuerzo  nacional 
para  mejorar  la  calidad  y amplitud  de  los  programas  de 
salud  escolar. 

4.  Estrategias  de  mercadeo.  Desarrollar  métodos  para 
presentar  con  efectividad  la  información  para  promoción 
de  salud,  usando  mensajes  sencillos  y claros,  con  temas 
unificantes  y que  se  refuercen  mutuamente. 

5.  Poblaciones  de  bajos  ingresos.  Establecer  como 
prioridad  especial  el  énfasis  en  las  oportunidades  de 
promoción  de  la  salud  y prevención  de  enfermedades 
para  los  americanos  de  bajos  ingresos. 

6.  Envejecientes.  Establecer  como  prioridad  especial 
el  énfasis  en  las  oportunidades  de  promoción  de  la  salud  y 
prevención  de  enfermedades  para  envejecientes. 

7.  Capacitación.  Estimular  y respaldar  esfuerzos, 
incluyendo  entrenamientos,  para  fortalecer  los  recursos 
locales  y estatales  para  prevención  de  enfermedades  y 
promoción  de  la  salud. 

8.  Formación  de  coaliciones.  Respaldar  el  desarrollo  y 
fortalecimiento  de  coaliciones  [acción  coordinada  de 
grupos  de  interés]  a nivel  de  comunidad  para  conseguir 
prevención  de  enfermedades  y promoción  de  la  salud. 

9.  Análisis  económicos.  Emprender  análisis  económi- 
cos que  puedan  justificar  los  esfuerzos  para  cambiar  las 
decisiones  de  reembolso  y la  política  contributiva  [para 
hacerlas]  favorables  a prevención  de  enfermedades  y 
promoción  de  la  salud. 

10.  Transferencia  de  resultados  de  investigación. 
Propiciar  la  aplicación  rápida  de  los  hallazgos  de  investi- 
gación — particularmente  investigación  aplicada — mediante 
el  fortalecimiento  de  mecanismos  para  sistemáticamente 
resumir,  clasificar  y traducir  a prevención  los  resultados 
de  los  estudios.'*^ 

No  es  coincidencia  la  similaridad  entre  algunos  de 
estos  diez  temas  prioritarios  sugeridos  al  “US  Public 
Health  Service”  y los  seis  retos  apuntados  arriba  para  la 
isla.  A pesar  de  las  diferencias  de  tradición  cultural, 
estructura  social  y recursos  económicos  entre  Puerto 
Rico  y Estados  Unidos,  los  problemas  de  salud  de  ambos 
son  muy  parecidos,  y tienen  que  resolverse  en  un  común 
ámbito  económico,  legal  y científico. 

En  estos  análisis  han  abundado  los  señalamientos  de 
ausencia  de  información,  carencia  de  legislación  o 
escasez  de  servicios.  Esto  no  ha  sido  así  por  pesimismo  o 
negativismo  del  autor,  sino  porque  uno  de  los  propósitos 
de  esta  serie  ha  sido  el  describir  en  detalle  los  obstáculos 
al  mejoramiento  de  la  salud  colectiva  de  los  puertorri- 
queños. Recordará  el  lector  que  además  de  señalar 
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problemas,  estos  artículos  han  ofrecido  también  opciones 
para  lograr  resultados. 

Uno  de  los  más  brillantes  y permanentes  logros  del 
gobierno  de  Puerto  Rico  ha  sido  la  transformación  del 
perfil  de  la  salud  pública  del  país  en  el  segundo  tercio  del 
siglo  veinte,  aumentando  drásticamente  la  expectativa  de 
vida  y disminuyendo  la  mortalidad  infantil  y los  decesos 
por  enfermedades  infecciosas.  Necesitamos  una  nueva 
campaña  por  la  salud  pública,  que  consiga  un  impacto 
similar  en  la  calidad  de  la  vida  de  los  habitantes  de  Puerto 
Rico  en  el  último  tercio  de  este  siglo.  Para  ayudar  a 
producirla  se  escribió  esta  serie. 

Abstract:  In  1980  the  United  States  (US)  Public 

Health  Service  published  a series  of  objectives  for  the 
improvement  of  the  health  of  the  inhabitants  of  the  country 
in  the  next  ten  years.  This  article  concludes  a series  that  has 
discussed  the  situation  in  Puerto  Rico  (PR)  regarding  the 
health  conditions  and  programs  mentioned  in  those 
objectives.  We  have  already  achieved  here  (and  surpassed) 
the  proposed  reduction  in  mortality  for  children  and  youth 
(1  to  24  years  of  age).  We  are  far  from  achieving  the  infant 
mortality  desired  for  1990,  and  as  far  as  the  US  from  the 
goal  for  mortality  in  adults  25  to  64  years  of  age.  The 
greatest  difference  between  PR  and  the  US  regarding 
progress  towards  these  health  objectives  resides,  not  in  the 
proportion  of  them  that  has  been  achieved,  but  in  the 
greater  frequency  for  the  island  of  objectives  for  which 
there  is  no  baseline  information.  This  analysis  indicates  six 
simultaneous  challenges  to  increase  the  quality  and 
duration  of  life  of  Puertoricans:  collect,  analyze,  and 
disseminate  information  on  health  problems  and  on 
behavior,  attitudes  and  knowledge  of  the  population; 
update  and  expand  community  preventive  health  services 
standards;  establish  priorities  known  throughout  all  levels 
of  health  care;  achieve  an  interagency  effort  to  reach  the 
health  objectives;  achieve  the  integration  of  preventive 
services  to  routine  medical  care;  and  finally,  to  achieve 
reimbursement  of  health  providers  for  rendering  preventive 
services  as  part  of  health  care. 
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colisiones  de  vehículos  de  motor  VI,  IX 
drogas  X 

enfermedades  del  corazón  IV 
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postneonatal  VII 
muerte  en  el  trabajo  VI 
muertes  fetales  III,  VII 
muestra  básica  IV,  V,  XI,  XII,  XVI 
mujeres  II,  III,  V,  VII,  VIH,  X,  XI,  XII 
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Nacimientos  V 
prematuros  VII 
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de  reemplazo  V 
natimuertos  III,  VII 

“National  Institute  of  Occupational  Safety  and 
Health  (NIOSH)”  VI,  VIII 
“National  Library  of  Medicine”  XV 
necesidad  de  información  XVI 


Neisseria  gonorrheae  productora  de  penicilinasa  III 
neonatal,  infección  III 
neumoconiosis  VI 
nicotina  XII 

niños  II-VII,  IX,  XI,  XIV,  XVI 
nivel  de  alcohol  en  sangre  X 
normas  modelo  (“model  standards”)  XVI 
nosocomiales,  infecciones  I 
notificaciones  de  enfermedades  I 
nutrición  VII,  XI 

Obesidad  IV,  XI 

obreros  III,  VI,  VIII,  X,  XII,  XIII,  XV 
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salud  VI,  VIH,  XV 

Oficina  de  Seguridad  y Salud  en  el  Trabajo  (OSST)  VI 
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patronos  HI,  VI,  VIH,  X,  XH,  XHI 
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“Pelvic  Inflammatory  Disease  (PID)”  HI 
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perfiles  de  medicamentos  X 

periodóntica,  enfermedad  XIV 
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planes  médicos  11,  V,  VH,  VIH,  XH 
planificación  estatal  XV 
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plomo  VI,  XV 

poblaciones  de  bajos  ingresos  XVI 
Policía  de  PR  VIH,  IX 
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pólizas  de  salud  11,  V,  VH,  VIH 

“PR  Occupational  Safety  and  Health  Office  (PROSHO)”  XVI 
presión  arterial  IV 
prevalencia  de  fumar  XH,  XVI 
de  tabaquismo  XH,  XVI 
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de  Ayuda  Ocupacional  (PAD)  X 
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raza  VII,  VIII 

reacciones  adversas  a medicamentos  X 
registro  de  casos  de  abuso  y negligencia  de  menores  VIII 
de  lesiones  IX 

de  malformaciones  congénitas  VII 
relaciones  públicas  XV 

remuneración  por  servicios  preventivos  en  el 
cuidado  médico  II,  V,  VII,  XVI 
reproducción  V-VII,  XV 
resistencia  cardiorespiratoria  XIII 

“Resource  Conservation  and  Recovery  Act  (RECRA)”  XV 

“Respiratory  Distress  Syndrome  (RDS)”  VII 

retardo  del  crecimiento  XI 

rodenticidas  XV 

rubéola  II 

rotulación  de  alimentos  IV,  XI 
de  cajetillas  de  cigarrillos  XII 
de  productos  potencialmente  tóxicos  XV 
ruido  VI 

SIDA  III,  V,  XII,  XVI 
sal  dietaria  IV  (ver  corrección  en;)  XI 
salud  dental  XIV 
escolar  II,  XVI 
mental  VIII 
oral  XIV 

sarampión  alemán  II 
sarampión  común  II,  VII 
sarna  III 

schistosomiasis  X 
sedantes  X 

seguros  de  salud  II,  V,  VII,  VIII,  XII 
de  vida  XII 

médicos  II,  V,  VII,  VIII,  XII 
Servicio  de  Bomberos  IX 

de  Salud  Pública  de  los  Estados  Unidos  1-XVI 
servicios  dentales  XIV 
“sickle  cell  anemia”  VII 
sífilis  III 
silicosis  VI 

síndrome  de  rubéola  congénita  II 


de  sufrimiento  respiratorio  VII 
fetal  de  alcohol  VII,  X 

sistema  regionalizado  de  atención  a lesiones  IX 
de  cuidado  prenatal,  materno  y perinatal  VII 
sodio  dietario  IV  (ver  corrección  en:)  XI 
sofocación  IX 
standards  genéricos  VI 
suicidio  VIII,  X 
sumersión  IX 
sustancias  corrosivas  IX 

Tabaco  XII 

tabaquismo  IV,  VII,  XII 
prevalencia  XII 
tétanos  II 
tos  ferina  II 

“Toxic  Substances  Control  Act  (TOSCA)”  XV 
tóxicos  VI,  XV 

trabajadores  III,  VI,  VIII,  X,  XII,  XIII 
tranquilizantes  X 

transferencia  de  resultados  de  investigación  VI,  XVI 
transporte  de  sustancias  tóxicas  XV 
traumatismos  IX 
trihalometanos  (THM)  XV 
tuberculosis  I 

“U.S.  Department  of  Agriculture  (USDA)”  XI 
“U.S.  Public  Health  Service”  I-XVl 
uretritis  III 

Vacunas  I,  II 

Vapores  tóxicos  durante  el  transporte  XV 
varicelas  I 
verrugas  genitales 

vigilancia  epidemiológica  I-IV,  VI-XV 
vigilancia  nutricional  XI 
violencia  VIII 

“Women,  Infants  and  Children’s 
[Nutrition  Program]  (WIC)”  XI 
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How  you  live 
may  save  your  life. 

You  may  find  it  surprising  that  up  to  60%  of  all  cancers 
can  be  prevented.  By  avoiding  excessive  exposure  to  sunlight, 
by  not  smoking  cigarettes,  by  not  overeating  and  by  following 
a diet  high  in  fiber  and  low  in  fat. 

The  battle  isn’t  over  but  we  are  winning. 

Please  support  the  American  Cancer  Society. 
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Non-lmmune  Fetal  Hydrops 

Alberto  de  la  Vega,  MD 
Francisco  Gaudier,  MD 
Manuel  Rivera  Alsina,  MD,  FACOG 

A 24  year  old  Grava  2 Para  l-O-O-l,  Rh- negative  patient 
with  38.2  weeks  of  gestation,  was  transferred  to  our 
institution  with  a sonographic  diagnosis  of  fetal  hydrops. 
The  patient’s  medical  history  was  negative  for  systemic 
illness,  allergies,  or  toxic  habits.  Her  previous  pregnancy 
was  uneventful  with  the  vaginal  delivery  of  a normal  term 
body.  Rh  immune  globulin  was  administered  24  hours 
post  partum.  Her  present  pregnancy  had  been  uncompli- 
cated, with  early  prenatal  care  since  the  thirteenth  week 
of  gestation.  On  a routine  sonogram  at  29.8  wks.  severe 
fetal  hydrops  was  identified. 

Physical  examination  was  essentialy  normal  with  a 
uterine  fundal  height  of  3 1 cm.,  a fetus  in  cephalic  presen- 
tation with  fetal  heart  rate  of  148  beats  per  minute. 

Laboratory  evaluation  showed:  BIG-A  neg,  negative 
indirect  Coombs,  hemoglobin  value  of  11.5  gm/ dl  and  a 
non-reactive  VDRL. 

A repeated  sonographic  evaluation  showed  a single 
fetus  in  cephalic  presentation,  bi  parietal  diameters  and 
femoral  length  measures  correlated  with  26.7  weeks. 
Scalp  edema  was  noted  as  well  as  a large  amount  of  fetal 
ascites  (see  figure  1. 

Cardiomegaly  with  pericardial  and  pleural  effusions 
where  present.  Lung  volume  was  markedly  decreased 
secondary  to  compression  by  the  pleural  effusions  and  an 
elevated  diaphragm.  Amniotic  fluid  volume  was  normal. 
A postero-fundal  placenta,  without  cystic  changes  or 
edema  was  visualized. 

In  view  of  the  early  fetal  age,  close  follow  up  of  fetal 
status  was  decided  with  possible  elective  termination  at 
32  weeks.  On  follow  up  evaluation  2 days  later,  the 
patient  complained  of  absence  of  fetal  movements.  Real 
time  sonography  confirmed  a fetal  demise.  Cervical 
ripening  was  improved  with  the  use  of  laminaria,  and 
labor  was  induced  with  oxytocin.  A stillborn,  hydropic 
female  fetus  was  delivered  vaginaly  (see  figure  2). 
Autopsy  showed  a 1350  gm  macerated  female  with 
anasarca,  ascites,  pleural  and  pericardial  effusions.  No 
anatomical  abnormalities  were  present.  Autolysis  of 
tissues  did  not  permit  performance  of  chromosomal 
studies. 


From  the  Department  of  Obstetrics  and  Gynepology  University  District 
Hospital,  University  of  Puerto  Rico,  School  of  Medicine,  San.luan,  Puerto 
Rico 


1 B 


Figure  l-A.  B-Mode  Sonogram  showing  the  fetal  head  circumference. 
Note  the  prescence  of  scalp  edema.  B.  Transverse  abdominal  scan  shows 
marked  ascites. 
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Figure  2.  Macerated  hydropic  fetus.  Note  marked  anasarca. 


Discussion 

Hydrops  fetalis  is  a condition  characterized  by  the 
presence  of  fluid  overload  in  the  intravascular  and 
interstitial  spaces.  This  should  not  be  considered  as  a 
unique  entity,  but  as  a manifestation  of  the  hemodynamic 
changes  resulting  from  a primary  disorder.  With  the 
introduction  of  Rh-immune  globulin  and  the  successful 
prevention  of  Rh-disease,  there  has  been  a relative 
increase  in  the  number  of  non-immunologic  cases  of  fetal 
hydrops. 

Hydrops  fetalis  not  associated  with  erythroblastosis 
was  originally  described  by  Potter  in  1943.'  The  incidence 
of  non-immune  hydrops  has  been  reported  as  1 in  3500  to 
3710  deliveries,^’  ^or  17.6%  of  all  of  hydropic  fetuses. 

The  development  of  generalized  fetal  edema  can  occur 
by  different  mechanisms.  Therefore  multiple  fetal, 
placental  and  maternal  conditions  can  be  associated  with 
this  finding  (see  table  1) 

Pathophysiologic  Mechanisms  of  Fetal  Edema 

Cardiac  failure  can  be  manifested  as  hydrops  fetalis. 
Fetal  congenital  anomaly  may  affect  myocardial  func- 
tion, producing  heart  failure  with  resultant  anasarca. 
Either  anatomic  obstruction  of  the  cardiac  outflow,  or 
innefective  myocardial  contraction  (as  in  fibroelastosis) 
will  end  in  cardiac  failure  and  edema  of  tissues  (see 
figure  3). 

A decrease  in  plasma  oncotic  pressure  is  basic  to  the 
pathophysiology  of  many  cases  of  hydrops.  The 
hypoproteinemic  state,  which  can  be  secondary  to 
decreased  production,  increased  filtration  or  to  renal 
loss;  increase  the  net  filtration  of  fluid  towards  the  inters- 
titium.  It  has  been  demonstrated  that  hypoxia  increases 
capillary  permeability  to  albumin.'* 

Fetal  anemia  may  be  produced  by  hemolysis  (G6PD 
deficiency,  alpha  thalasemia  major),  erythrocyte  seques- 
tration (twin  to  twin  transfussion)  of  feto-maternal  trans- 
fussion.  This  severely  compromised  state,  irrespective  of 
the  cause,  can  induce  extramedullary  hematopoiesis 
(mainly  in  the  liver  and  spleen),  and  may  cause  obstruc- 
tion or  blockage  of  the  venous  return.  Also,  severe 


Table  I 


Conditions  Associated  with  Hydrops  Fetalis 

Maternal  Disease 

Pulmonary  Causes 

-Pregnancy  induced 
hypertension 
-Diabetes  mellitus 
-Chronic  and  severe 
anemia 

-Pulmonary  lymphangiectasia 
-Hypoplasia 

-Adenomatoid  malformation 

Placenta  and  Cord 

Renal  Disease 

-True  cord  knots 
-Umbilical  cord  thrombosis 
-Placental  angioma 
-Single  umbilical  artery? 

-Chronic  placental  infarction 
-Placental  fibrosis 

-Congenital  nephrosis 
-Posterior  urethral  valves 
-Renal  vein  thrombosis 

Hematologic  Causes 

Infections 

-G6PD 

-Alpha  thalasemia  major 
-Twin  to  twin  transfusion 
-Parabiotic  syndrome 
-Chronic  fetomatemal  transfusion 
-Erythroblastosis  fetalis 

-Syphilis 

-Cytomegalovirus 
-Leptospira 
-Chagas  disease 
-Hepatits  (congenital) 

-Herpes 

Cardiovascular 

Congenital  Anomalies 

-Myocarditis 

-Large  A/V  malformations 
-Severe  congenital  heart 
abnormalities 

-Persistent  tachyarrhythmias 
-Premature  closure  of  the 
foramen  ovale 
-Fibroelastosis 
-Heart  block 

-Thanatophoric  dwarf 
-Achondroplasia 
-Neuroblastosis 
-Tuberous  sclerosis 
-Fetal  teratomas 
-Bowel  volvulus 
-Cystic  hygroma 
-Turner’s  syndrome 
-Trisomies/mosaicism 

Idiopathic 

Figure  3.  Flowchart  showing  the  multiple  patophysiologic  mechanisms 
involved  in  the  development  of  hydrops  fetalis. 


anemia  may  affect  directly  myocardial  function  and 
induce  a high  output  failure.  Obstruction  to  venous 
return  may  also  occur  with  pulmonary  anomalies,  true 
umbilical  cord  knots,  lymphatic  blockage  of  neoplasms. 
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Diagnosis  and  Treatment 

Antenatal  diagnosis  of  non-immune  fetal  hydrops  is 
possible  today  with  high  resolution  sonography.  In  most 
cases  it  is  an  incidental  finding. 

Ascites,  scalp  edema,  hepatosplenomegaly,  umbilical 
vein  dilatation  and  placental  edema  are  classic  sonogra- 
phic findings  and  may  correlate  with  the  severity  of  the 
underlying  process.  Polyhydramnios  is  a very  common 
finding,  although  not  always  present.^ 

Differentiation  between  inmune  and  non-inmune  cases 
is  basic  to  management.  Obstetrical  and  family  history 
must  be  carefully  studied  to  evaluate  hereditary 
problems.  Associated  maternal  diseases  such  as  preg- 
nancy induced  hypertension,  diabetes  mellitus,  infections 
or  severe  anemia  should  be  evaluated.  Meticulous  ultra- 
sonographic evaluation  of  fetus  and  placenta  is  impera- 
tive. The  possibility  of  fetal  hemolysis  should  be  evaluated 
with  amniotic  fluid  studies.  In  many  cases  the  actual 
cause  of  fetal  hydrops  may  not  be  identified.  Treatment 
must  be  individualized  based  on  identification  of  the 
etiology.  Depending  on  the  pathologic  process  involved, 
antiarrhythmics,  diuretics,  fetal  surgery,  para  and/or 
thoracoscentesis  may  be  indicated.®  Close  follow  up  of 
fetal  status  is  mandatory. 

Fetal  prognosis  is  usually  poor  with  survival  rates 
ranging  from  10  to  25%  Most  of  survivors  being  those 
with  cardiac  arrhythmias.® 

Conclusion 

The  finding  of  a hydropic  fetus  requires  intensive  and 
aggresive  evaluation  and  management.  In  most  cases 
even  with  the  most  advanced  resources  available, 
prognosis  is  extremely  poor. 
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It  Shouldn’t  Even 
Be  a Contest 

You  want  what's  best  for  your 
patients  — not  whafs  cheapest. 

Medicine  shouldn't  be  practiced  any 
other  way. 

Yet  today's  physicians  are  wrestling 
with  a troublesome  array  of  cost-con- 
tainment initiatives:  fee  freezes,  arbi- 
trary caps  on  Medicare  reimburse- 
ment, even  restrictions  on  access  to 
care.  The  stakes  are  high  — life  or  death. 

The  AMA  is  in  favor  of  cost-effec- 
tiveness, but  not  at  the  expense  of  qual- 
ity care  — or  physicians'  freedom  to 
provide  it.  So  we're  acting,  not 
reacting  — by  delivering  cost-effective- 
ness information  at  special  workshops 
and  annual  meetings;  by  offering  pub- 
lications, including  the  Physician's  Cost 
Containment  Checklist;  and  by  launch- 
ing programs  such  as  the  Cost-Effec- 
tiveness Network  for  hospital  staffs  to 
test  cost-effectiveness  strategies,  and 
the  Health  Policy  Agenda  for  the 
American  People,  a long-range  set  of 
directions  and  priorities  for  health  care. 

In  Washington,  D.C.,  and  in  court, 
we're  fighting  government-imposed  fee 
freezes  and  other  attempts  to  restrict 
the  rights  of  physicians  and  patients. 

You  can  fight  back— by  joining  the 
AMA.  Together,  we'll  help  make  sure 
that  quality  wins  — every  time. 

For  information,  call  collect  (312)  645-4783. 

The  American  Medical  Association 

535  North  Dearborn  Chicago,  Illinois  60610 
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Current  Trends  in  Laboratory  Medicine 


¿Es  Necesario  el  Examen  Microscópico  del 
Sedimento  Urinario  en  los  Análisis  de  Rutina? 

Consuelo  Climent,  MD* 
Germán  Lasala,  MD* 
Román  Vélez,  MD* 
Ivonne  Aboy,  MT** 
Eliud  López,  MD* 


Resumen:  Se  evalúan  1,372  análisis  de  orina,  compa- 

rando las  pruebas  químicas,  incluyendo  esterasas  de  leuco- 
citos, con  el  examen  microscópico  del  sedimento  urinario  y 
las  consecuencias  clínicas  de  no  hacer  el  examen  microscó- 
pico a las  orinas  con  pruebas  químicas  normales.  De  las 
1,372  pruebas,  545  tuvieron  el  análisis  químico  y el  examen 
microscópico  negativo,  y 39  tuvieron  pruebas  químicas 
negativas  y examen  microscópico  positivo.  La  sensitividad 
de  las  pruebas  químicas  para  detectar  alteraciones  en  el 
tracto  urinario  fue  de  93%  y la  especificidad  fue  de  65%.  El 
valor  predictivo  positivo  fue  de  63%  y el  valor  predictivo 
negativo  fue  de  93%.  Las  alteraciones  más  frecuentes  en  el 
sedimíento  que  no  se  hubieran  detectado  con  las  pruebas 
químicas  solamente  fueron:  bacterias,  hongos  y tricomonas 
químicas  solamente  fueron:  bacterias,  hongos  y tricomonas, 
ahora  bien  no  se  demostró  la  utilidad  del  examen 
microscópico  en  estos  pacientes.  En  base  a estos  datos,  se 
recomienda  hacer  examen  microscópico  del  sedimíento 
urinario  sólo  en  aquellos  casos  de  análisis  de  orina  de  rutina 
que  presenten  alguna  ateración  en  las  pruebas  químicas. 

El  análisis  de  orina  de  rutina  es  una  de  las  pruebas 
que  se  hace  con  más  frecuencia  en  el  laboratorio 
clinico.  El  análisis  consta  de  dos  partes:  a)  pruebas 
químicas  y b)  examen  microscópico  del  sedimento 
urinario.  La  pruebas  químicas,  con  los  adelantos  que  han 
surgido  en  los  últimos  años,  son  fáciles  de  hacer  a un 
costo  razonable.  Por  el  contrario,  el  examen  microscó- 
pico del  sedimiento  urinario  continúa  siendo  un  proce- 
dimiento largo,  por  el  tiempo  que  le  toma  al  tecnólogo,  y 
además,  es  difícil  de  estandarizar,  debido  a que  su 
interpretación  es  muy  subjetiva.  El  valor  del  examen 
microscópico  del  sedimiento  urinario  como  prueba  de 
evaluación  inicial  en  el  análisis  de  orina  de  rutina  no  está 
claro;  no  así  su  valor  como  prueba  diagnóstica  en 
enfermedades  renales  y de  vías  urinarias.  Con  la  inclusión 
de  nuevas  reacciones  en  las  pruebas  químicas  de  tirilla 
comerciales,  como  las  esterasas  de  leucocitos,  muchos  la- 
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boratorios  han  decidido  limitar  las  pruebas  de  análisis  de 
orina  a los  parámetros  químicos,  y hacer  el  examen 
microscópico  del  sedimiento  urinario  sólo  en  aquellos 
casos  que  tengan  una  alteración  en  el  análisis  químico. 

El  presente  estudio  se  diseñó  para  evaluar  las  conse- 
cuencias que  traería,  en  la  calidad  del  servicio,  la  imple- 
mentación  de  este  sistema  en  nuestro  laboratorio,  especí- 
ficamente los  puntos  siguientes: 

1.  Determinar  la  certeza  con  que  estos  parámetros 
químicos  pueden  predecir  la  presencia  o ausencia  de 
alteraciones  que  se  detectaron  en  el  examen 
microscópico  del  sedimiento  urinario. 

2.  Que  tipo  de  alteraciones  en  el  sedimiento  urinario  no 
se  detectan  con  las  pruebas  químicas. 

3.  Consecuencias  clínicas  por  no  haber  identificado 
estas  alteraciones  presentes  en  el  sedimiento  urinario. 

Este  estudio  se  basó  en  una  revisión  retrospectiva  de 
análisis  de  orina  en  un  grupo  heterogéneo  de  pacientes 
con  un  amplio  espectro  de  enfermedades. 

Materiales  y Métodos 

Se  utilizaron  1,372  orinas  de  pacientes,  procesadas  en 
el  laboratorio  clínico  de  ASEM,  Sección  de  Química 
Clínica,  que  presta  servicios  al  Hospital  de  Distrito 
Universitario,  Hospital  Municipal  de  San  Juan,  Hospital 
Pediátrico  Universitario  y Hospital  Industrial.  Las  mues- 
tras de  orina  eran  de  pacientes  hospitalizados,  pacientes 
de  clínicas  externas  y pacientes  de  la  sala  de  urgencias, 
incluyendo  ambos  sexos  y todos  los  grupos  de  edades. 

Las  reacciones  químicas  se  realizaron  con  el  Multistix 
lOSG  (Ames  Division,  Miles  Laboratories,  Inc.),  aunque 
hay  disponibles  en  el  mercado  otras  marcas  comerciales 
que  se  han  evaluado  y han  dado  resultados  similares 
(Chemstrip  9tm,  Chemstrip  LN,  Ames  Leukostix).  El 
procedimiento  se  realizó  siguiendo  las  especificaciones 
del  método.  Las  proteínas  positivas  por  la  tirilla  se  confir- 
maron por  la  prueba  del  ácido  sulfosalicílico.  El  examen 
microscópico  se  realizó  en  el  sedimiento  no  teñido  de 
lOml  de  orina,  centrifugado  por  10  minutos  a 2.00  rpm,  y 
se  incluyó  semicuantificación  de  células  rojas,  blancas  y 
bacterias  e identificación  de  cilindros,  microorganismos 
y cristales.  Los  criterios  para  considerar  normal  un 
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análisis  de  orina  varía  según  los  diferentes  autores.'’  '' 
Nosotros  consideramos  normal  cualquier  orina  que 
reúna  los  criterios  enumerados  en  la  Tabla  I.  Glicosuria 
y bilirubinuria  no  se  consideraron  en  este  estudio,  ya  que 
no  tienen  valor  predictivo  en  alteraciones  del' sedimiento 
urinario. 


Tabla  I - Criterios  de  un  análisis  de  orina  normal 


Reacciones  químicas 

Sedimento  urinario 

Aspecto:  claro 

Glóbulos  blancos  8 x HPF 

Proteínas:  negativo 

Glóbulos  rojos  3 x HPF 

Nitritos:  negativo 

Cilindros  hialinos  3 x HPF 

Sangre:  negativo 

Otros  cilindros:  ninguno 

Esterasas  de  leucocitos: 

Bacterias:  pocas 

negativo 

Levaduras:  ninguna 

Tricomonas:  ninguna 

Cristales  patológicos 

(cistina,  tirosina,  leucina):  ninguno 

HPF:  “high  power  field” 


Resultados 

De  los  1,372  análisis  de  orina,  545  tenían  resultados 
negativos,  tanto  en  las  pruebas  químicas  como  en  el 
examen  microscópico  (Tabla  II).  En  el  caso  que  no  se 
hubiera  hecho  examen  microscópico  a estas  orinas, 
representaría  una  reducción  en  el  40%  de  los  exámenes 
microscópicos  del  sedimiento  urinario.  Estos  resultados 
son  similares  a otros  estudios  reportados  previa- 
mente.'>  ^ ’ Un  total  de  39  muestras  fueron 

negativas  para  las  pruebas  químicas  y presentaron  algún 
hallazgo  anormal  en  el  sedimiento  urinario.  Esto 
representa  un  4%  del  total  de  pruebas.  La  sensitividad 
para  las  pruebas  químicas  fue  de  93%  con  una 
especificidad  de  65%.  El  valor  predictivo  positivo  fue  de 


Tabla  II  - Comparación  entre  las  reacciones  químicas  y 
el  examen  microscópico  (1,372  orinas) 


Pruebas 

Químicas 

Positivo 

Examen  Microscópico 
Negativo  Total 

Positivo 

499 

289 

788 

Negativo 

39 

545 

584 

Total 

538 

834 

1,372 

Sensitividad=  93%.  Especificidad=  65% 

Valor  predictivo  de  una  prueba  positiva=  63% 
Valor  predictivo  de  una  prueba  negativa=  93% 


Tabla  III  - Alteraciones  en  los  39  sedimentos  de  orina  de  las 
584  muestras  con  pruebas  químicas  negativas 


% 

Bacterias 

20  (51%) 

Cilindros 

10  (26%) 

Células  rojas 

4 (\D%) 

Células  blancas 

2(  5%) 

Levaduras 

2 ( 5%  ) 

Tricomonas 

1 ( 3')?  ) 

63%  y el  valor  predictivo  negativo  fue  de  93%.  Las 
alteraciones  encontradas  en  el  sedimiento  urinario  de 
orinas  con  pruebas  químicas  normales  están  detalladas 
en  la  Tabla  III.  La  alteración  más  frecuente  fue  la 
presencia  de  bacterias  en  el  sedimiento  urinario.  Otras 
alteraciones  presentes  fueron  células  rojas,  células 
blancas,  cilindros  granulares,  levaduras  y tricomonas. 

¿Cuál  fue  el  significado  clínico  de  estos  hallazgos  en  el 
sedimento  de  estos  39  pacientes  con  pruebas  químicas 
normales?  Se  revisaron  los  expedientes  médicos  de  34  de 
estos  39  pacientes  (89%).  Entre  los  que  no  pudimos 
revisar  se  encontraban  los  dos  casos  con  levaduras  y el 
caso  de  tricomonas.  De  los  que  revisamos,  en  dos  casos 
con  bacterias  como  única  alteración  en  el  sedimiento 
urinario,  se  le  repitió  el  análisis  de  orina  con  cultivo, 
siendo  ambos  negativos.  En  el  resto  de  los  expedientes 
médicos  examinados,  no  se  mencionaban  los  hallazgos 
del  sedimiento  en  las  notas  de  progreso,  ni  se  trató  a los 
pacientes  con  alguno  de  estos  cambios. 

Discusión 

El  análisis  de  orina  es  una  de  las  pruebas  que  se  realizan 
con  mayor  frecuencia  en  el  laboratorio  clínico. 
Limitando  el  examen  microscópico  del  sedimento 
urinario  a aquellas  muestras  de  rutina  con  pruebas 
químicas  positivas,  se  puede  reducir  a la  mitad  los 
exámenes  microscópicos,  con  un  ahorro  considerable  de 
tiempo  y costo. 

La  duda  que  puede  surgir  al  limitar  el  examen  micros- 
cópico es  que  pacientes  con  patología  significativa 
pueden  no  ser  identificados.  Estudios  previos  han 
evaluado  la  frecuencia  y tipo  de  alteraciones  en  el 
sedimento  urinario  de  estas  pruebas  químicas  normales, 
así  como  sus  implicaciones  clínicas.'’  * 

Con  los  datos  obtenidos  en  este  estudio,  se  puede 
inferir  que: 

1 ) En  un  4%  de  los  pacientes  incluidos  en  el  estudio,  la 
alteración  en  el  sedimiento  urinario  no  se  hubiera 
detectado  si  se  hubieran  hecho  solamente  las  pruebas 
químicas.  Estos  resultados  son  aceptables,  y con- 
cuerdan  con  otros  publicados  previamente. 

2)  La  mayoría  de  las  alteraciones  no  detectadas  reflejan 
condiciones  sin  importancia  clínica. 

3)  En  este  grupo  de  1,372  pacientes,  las  alteraciones  más 
frecuentes  que  no  se  detectaron  por  las  pruebas 
químicas  fueron  bacterias,  cilindros,  células,  levadu- 
ras y tricomonas. 

Las  bacterias  fueron  las  que  con  más  frecuencia  no  se 
detectaron.  El  examen  microscópico  del  sedimento  no 
puede  separar  al  grupo  de  pacientes  con  bacteriuria  signi- 
ficativa y pruebas  químicas  normales  de  aquellos  casos  en 
que  hay  crecimiento  de  bacterias  después  de  la  toma  de  la 
muestra.  El  retraso  en  hacer  los  análisis  de  orina  es  un 
problema  común  en  hospitales  grandes,  donde  puede 
tardar  en  llegar  la  muestra  al  laboratorio,  o tener  algún 
retraso  en  el  mismo  laboratorio.  Ahora  bien,  ninguno 
de  los  casos  con  bacterias  u hongos  en  el  sedimento  pre- 
sentaron leucocitos  en  orina.  En  caso  de  que  los  leucoci- 
tos se  hubieran  destruido  por  retraso  en  hacer  la  prueba, 
la  esterasa  de  leucocitos  de  las  pruebas  químicas  los  hubiera 
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detectado,  ya  que  la  actividad  enzimática  de  los  leucoci- 
tos persiste  aunque  éstos  se  destruyan. 

El  valor  de  usar  un  análisis  de  orina  para  detectar 
tricomonas  no  está  claro  y la  infección  asintomática 
frecuentemente  no  se  trata,  debido  a la  mutagenicidad  del 
metronidazol,  pudiéndose  tratar  más  tarde,  cuando  el 
paciente  presente  los  síntomas. 

Basados  en  los  datos  del  presente  estudio,  recomen- 
damos y establecimos  en  nuestro  laboratorio  que  el 
examen  microscópico  del  sedimento  urinario  se  haga 
solamente  en  aquellas  orinas  de  rutina  con  alguna 
alteración  química  y en  aquellos  casos  en  que  el  médico  lo 
especifique,  por  ser  un  paciente  conocido  de  enfermedad 
del  tracto  urinario,  o con  una  sospecha  clínica  fuerte. 
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Figures  1 and  2 show  the  chest  CT  scan  and  thyroid  scan  in  a 52  year  old  male.  These 
studies  were  obtained  for  evaluation  of  a paratracheal  mass  seen  on  a preoperative  chest 
radiograph  for  elective  cholecystectomy. 


Figure  1 


*■ 


Figure  2 


WHAT  IS  YOUR  DIAGNOSIS? 


*Staff  Radiologist,  yeterans  Administration  Hospital.  San  Juan. 
Puerto  Rico 

**Chief,  Radiology  Service.  Veterans  Administration  Hospital.  San 
Juan,  Puerto  Rico 
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DIAGNOSIS:  Intrathoracic  Goiter  (ITG) 

A left  hemithyroidectomy  with  excision  of  the  upper 
mediastinal  mass  was  performed. 

Discussion 

Intrathoracic  goiter  is  usually  asymptomatic,  being 
discovered  on  screening  chest  radiograph,  as  in  this  case. 
When  symptoms  are  present,  these  are  due  to  tracheal 
compression  causing  stridor,  cough,  and  shortness  of 
breath.  When  the  recurrent  laryngeal  nerve  is  involved 
hoarseness  may  be  a presenting  symptom.  Intrathoracic 
goiter  usually  arises  from  the  isthmus  or  lower  pole  of  the 
thyroid  glands  and  extends  into  the  superior  and  anterior 
mediastinum  (more  commonly  in  the  right  side).  If  the 
mass  extends  into  the  posterior  mediastinum  the  patient 
may  experience  dysphagia.  True  intrathoracic  goiter 
from  ectopic  thyroid  tissue  in  the  mediastinum  is  quite 
rare.  Carcinoma  within  colloid  goiter  is  uncommon. 


and  found  that  there  are  certain  computed  tomographic 
findings  suggestive  of  ITG,  these  include:  a)  punctate, 
coarse  or  ringlike  calcifications  (Fig.  3 label  #1);  b)  non- 
homogeneity with  nonenhancing  low  density  areas 
(Fig.  3 label  #2);  c)  characteristic  pattern  of  mediastinal 
extension  with  cradling  of  the  goiter  by  the  right  and  left 
brachiocephalic  vessels  (Fig.  3 label  #3);  d)  well  defined 
borders  (Fig.  3 label  #4);  e)  precontrast  attenuation 
values  at  least  15  H.U.  greater  than  adjacent  muscle  and 
contrast  enhancement  more  than  25  H.U.  (seen  in  other 
CT  sections  not  shown);  f)  continuity  with  the  cervical 
thyroid  (seen  in  other  CT  sections  not  shown). 

When  a patient  presents  with  a paratracheal  mass 
suspicious  for  ITG  and  scintigraphy  is  non-diagnostic, 
CT  is  an  excellent  modality  providing  good  anatomical 
detail  and  a road  map  for  surgical  planning.  When  the 
above  outlined  features  are  present  in  an  upper 
mediastinal  mass  in  an  asymptomatic  patient,  the 
diagnosis  of  ITG  should  be  strongly  suspected. 


Figure  3.  Enhanced  chest  CT  scan.  See  text  for  discussion. 


The  diagnosis  can  be  aided  by  means  of  I‘^‘  thyroid 
scanning,  however,  it  is  of  value  only  when  the  thyroid 
tissue  functions  sufficiently  to  concentrate  the  iodine. 

Computed  tomography  has  been  more  helpful  than 
any  other  imaging  modality  in  suggesting  the  correct 
diagnosis. 

Although  the  differential  diagnosis  of  a paratracheal 
mass  as  in  this  case  includes:  a.  thymoma,  b.  teratomatous 
cyst,  c.  lymphoma,  d.  vascular  lesions  such  as  an 
aneurysm  or  anomalous  vessels,  e.  metastatic  di.sease,  and 
f.  thyroid  carcinoma;  there  are  certain  CT  findings 
which  are  suggestive  of  intrathoracic  goiter.  Bashist  et  al 
evaluated  a series  of  patients  with  intrathoracic  goiter 
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Give  your  angina  patients 
what  they're  missing... 


OUOfZEUff;  FEW  SIDE  EFFKTS 

diltiazem  HCI/Marion 

Antianginal  artion  imludes  dilatation  of 
toronary  arteries,a  derrease  in  vassuiar  resis- 
tanse/afterload,  and  a redustion  in  heart  rate 

Proven  ef firary  when  used  alone  in  angina' 

Compatible  with  other  antianginals^  ^* 

A safe  rhoire  for  angina  patients  vdth  roexisting 
hypertension,  asthma,  CORD,  or  PVD^^ 

*See  Warnings  and  Prerautlons. 

Please  see  brief  summary  of  prescribing  information  on  fhe  next  page. 


füffBfait  FEW  SIDE  EFFECTS 
diltiazem  HaMarion  IM  AHTUUKIMAITHERAFY 


60  mg  fid  or  qid 

Brief  Summary 

Professional  Use  Information 


CAEDIZEM* 

(diltiazem  HCI)  30  mg  and  60  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  is  contraindicated  in  (1)  patients  wild  sick 
sinus  syndrome  except  in  the  presence  at  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
third-degree  A\/  block  except  in  the  presence  of  a func- 
tioning ventricular  pacemaker,  and  (3)  patients  with 
hypotension  (less  than  90  mm  Hg  systolic), 

WARNINGS 

1 Cardiac  Conductian.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  fxatients  with 
sick  sinus  syndrome  This  effect  may  rarely  result 
in  abnormally  stow  heart  rates  (particularly  in 
patients  with  sick  sinus  syndrome)  or  second-  or 
third-degree  AV  block  (six  of  1,243  patients  tor 
0.48%),  Concomitant  use  of  diltiazem  with 
beta-btockers  or  digitalis  may  result  in  additive 
effects  on  cardiac  conduction.  A patient  with 
Prinzmetal's  angina  developed  periods  of  asystole 
(2  to  5 seconds)  after  a single  dose  of  60  mg  of 
diltiazem 

2 Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  ventricular  function  hove  not  shown  a 
reduction  In  cardiac  index  nor  consistent  negative 
effects  on  coniroctilily  (dp/dt). 

Expenence  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in 
patients  with  impaired  ventricular  function  is  very 
limited.  Caution  should  be  exercised  when  using 
the  dnjg  in  such  patients 

3 Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  in  symptomatic  hypotension. 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  os  alkatine  phospha- 
tase, CPK,  LDH,  SCOT  SGPT,  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted  These  reactions  have  been  reversible  upon 
discontinuation  otdnjg  therapy  The  relationship  to 
CARDIZEM  is  uncertain  in  most  coses,  but  prob- 
able in  some.  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile  /Is  with  any  new  dnjg  given  over 
prolonged  penods.  laboratory  porameters  should  be 
monitored  at  regular  intervals  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function.  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem 
were  associated  with  hepatic  damage.  In  special 
subacute  hepatic  studies,  oral  doses  at  125  mg/kg  and 
higher  in  rats  were  associated  with  histological  changes 
in  the  liver  which  were  reversible  when  the  dnjg  was 
discontinued.  In  dogs,  doses  ot  20  mg/kg  were  also 
associated  with  hepatic  changes  however,  these 
changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  ot  CARDIZEM  and  beta-blockers  or 
digitalis  IS  usually  well  tolerated  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment,  particutarty  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities  In 
healthy  volunteers,  diltiazem  has  been  shown  to  Increase 
serum  digoxin  levels  up  to  20% 

Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertiiity.  A 24-monlh  study  in  rats  and  a 2 1 -month  study 
in  mice  showed  no  evidence  ot  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests.  No  intrinsic  effect  on  fertility  was  observed  in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  have 
been  conducted  in  mice,  rats,  and  rabbits  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  doily  recommended  therapeutic 
dose  has  resulted  in  embryo  and  fetal  lethality  These 
doses,  in  some  studies,  have  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatol/postnatat  studies, 
there  was  some  reduction  in  eady  individual  pup  weights 
and  survival  rates.  There  was  an  increased  incidence  of 
stillbirths  at  doses  ot  20  times  the  human  dose  or  greater. 

There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  if  the  potential  benefit  justifies  the  potentiai  risk  to  the 
fetus. 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk.  One  repod  suggests  that  concentrations  in  breast 
milk  may  approximate  serum  levels.  If  use  of  CARDIZEM 
Is  deemed  essential,  an  alternative  method  of  infant 
feeding  shoutd  be  instituted 
Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
earned  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 
In  domestic  placebo-controlled  thals,  the  incidence  of 
adverse  reactions  repoded  during  CARDIZEM  therapy  was 
not  greater  than  that  repoded  during  placebo  therapy 
The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  of  calcium  influx  Inhibition. 

In  many  cases,  the  relationship  to  CARDIZEM  has  not 
been  established.  The  most  common  occurrences  as  well 
as  their  frequency  of  presentation  ore:  edema  (24%), 
headache  (2.1%),  nausea  (1 .9%),  dizziness  (1.5%), 
rash  (1.3%).  asthenia  (1 .2%)  In  addition,  the  following 
events  were  repoded  infrequently  (less  than  1 %): 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  head 
failure,  flushing,  hypotension,  palpi- 
tations, syncope 

Amnesia,  gait  abnormality,  halluci- 
nations, insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor. 
Anorexia,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  ot  alkaline  phosphatase, 
SCOT  SGPT  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase. 

Petechioe,  pnjritus,  photosensitivity, 
urticaria. 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoarticular 
pain,  polyuria,  sexual  difficulties. 

The  following  postmarketing  events  have  been 
repoded  infrequentty  in  patients  receiving  CARDIZEM: 
alopecia,  gingival  hyperplasia,  erythema  multiforme,  and 
leukopenia.  However,  a definitive  cause  and  effect 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established.  Issued  7/86 

See  complete  Professional  Use  Information  before 
prescribing. 
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Several  months  ago,  a drug  salesman  left  a small 
hour-glass  embedded  in  a plastic  case  with  the  words, 
“Precious  Time,”  etched  in  gold  on  the  back.  On 
occasions,  relaxing  at  my  desk,  I would  watch  the  spilling 
grains  of  sand  tick  off  the  seconds.  Then,  as  usually 
happens,  this  pastime  was  forgotten.  One  day,  while 
thinking  about  Geriatric  Rehabilitation,  I noticed  that 
the  sand  was  blocked.  I picked  up  the  glass  and  gently 
tapped  it;  nothing  happened.  I tapped  harder;  nothing.  I 
shook,  but  the  sand  stood  still.  Then,  I beat  the  case 
against  the  desk,  and  “eureka”,  the  grains  began  to  flow. 

We  can  paraphrase  this  tale  with  geriatric  care.  First,  it 
is  necesary  to  pay  continuous  attention  to  the  elderly. 
They  may  stop  functioning,  and  you’ll  never  know  why. 
Second,  if  they  stop  moving,  they  ankylose.  Third,  to  get 
them  started  again  requires  a great  deal  of  effort.  Now,  if 
this  can  happen  to  a simple  hourglass,  imagine  how  much 
disease  and  drugs  can  complicate  caring  for  a dehy- 
drated, handicapped,  complex,  geriatric  patient. 

All  elderly  veterans,  who  have  been  honorably  dis- 
charged or  released  from  military  service,  may  be  eli- 
gible for  medical  care  by  the  Veterans  Administration 
(VA).  In  1970,  Public  Law  91-500,  October  22,  1970, 
permitted  the  Administrator,  within  the  limits  of  VA 
facilities,  to  furnish  hospital  care  or  nursing  home  care 
for  non-service  connected  disability  to  veterans  aged  65 
or  over.  The  Omnibus  Health  Care  Act,  which  became 
Public  Law  94-58 1 in  1976,  obligated  the  VA  to  prepare  a 
definitive  health-care  program  for  the  geriatric  veteran. 
This  became  necessary  because  the  number  of  these 
veterans  will  grow  from  2.9  million  in  1980  to  7.2  million 
in  1990.  Of  the  128,000  veterans  living  in  Puerto  Rico, 
over  62,000  will  reach  age  65  and  over  during  this  decade. 
As  a result,  the  VA  will  face  the  problem  of  increased 
health  and  income  maintenance  needs  of  a large  popula- 
tion of  elderly  individuals  much  sooner  than  society  as  a 
whole.  The  VA  has  responded  to  this  challenge,  and  the 
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program  generated  to  improve  the  quality  of  life  of  the 
aging  veterans  will  be  presented  briefly. 

First,  some  studies  concluding  with  the  comprehensive 
report  in  1984,  “Caring  for  the  Older  Veteran”,'  will  be 
mentioned.  Solutions  presented  for  the  veterans  may 
become  models  to  resolve  the  same  needs  in  larger 
civilian  populations.  Second,  methods  to  improve  quality 
of  care  will  be  outlined.  Last,  the  San  Juan  VAMC’s 
Living  Skills  Laboratory  will  be  presented. 

In  October  1977,  exactly  one  year  after  passage  of 
PL94-581,  the  VA  prepared  and  delivered  an  exhaustive 
report,  “The  Aging  Veterans:  Present  and  Future 
Medical  Needs’’.^  However,  in  1973,  cognizant  of  these 
needs,  the  VA  conceived  the  Geriatric  Research 
Educational  and  Clinical  Care  (GRECC)  program  to 
interest  professionals  so  that  they  become  involved  in  this 
area.  Pilot  centers  were  set  up  and  at  present  there  are 
centers  in  ten  VA  hospitals  evaluating  comprehensive 
medical  care  for  the  older  veteran. 

A symposium,  “Geriatrics:  VA  Challenge  of  the  80’s, 
was  organized  by  the  VA  Northeast  Regional  Medical 
Education  Center  in  1979  and  presented  in  four  sessions: 

1 ) How  national  issues  in  health  care  affect  the  ability  of 
the  VA  to  meet  the  increased  demand  to  care  for  the  aging 
veteran;  2)  Discussion  on  the  milieu  of  health-care 
delivery  including  cultural,  historical,  philosophical  and 
legal  issues  as  well  as  societal  and  political  considera- 
tions; 3)  Ethical  and  moral  issues  in  connection  with 
end-life  decisions,  and  legal  issues  of  terminal  care;  and 
4)  the  future  of  Geriatric  care,  in  line  with  present  health- 
care delivery  systems  and  prospects  for  future  improve- 
ment, including  manpower  development  and  alternative 
systems  of  care.  These  presentations  were  made  by  natio- 
nally-recognized speakers  and  have  been  compiled  by  the 
Veterans  Administration  in  “Geriatrics:  VA  Challenge  of 
the  80’s  Proceedings.”^  This  is  an  important  reference  for 
everyone  interested  and  working  in  the  field  of  Geriatrics. 

In  December  1983,  a “Survey  of  Aging  Veterans:  A 
Study  of  the  Means,  Resources  and  Euture  Expectations 
of  Veterans  aged  55  and  Over”,  was  conducted  for  the 
Veterans  Administration  by  Louis  Harris  and  Associates.'* 
The  purpose  of  this  study  was  to  provide  the  VA  with 
detailed  information  on  the  social,  health  and  economic 
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conditions  of  a national  sample  of  3,000  veterans  in  order 
to  project  future  demands  and  future  support  over  the 
next  decade  for  VA  services  for  those  veterans  now  aged 
55  to  64.  This  report  gave  a .-.oci^demographic  profile  of 
the  aging  veteran,  reviewed  the  health  status  of  the  older 
veteran,  discussed  their  economic  resources,  presented 
future  expectations  of  the  aging  veteran,  and  studied  the 
incapacitated  and  institutionalized  veteran. 

Utilizing  these  reports,  I should  like  to  present  some 
demographic  studies  relative  to  the  changing  veteran 
population.  By  1 990,  one  of  four  veterans  will  be  65  years 
or  older;  by  2000,  the  figure  will  become  one  of  three;  and 
by  2020,  the  figure  will  reach  nearly  one  of  two  (Table  1 ). 
If  we  project  the  male  veteran  population  as  a percent  of 
total  male  population,  in  1980  about  27  percent  of  all 
American  males  over  65  were  veterans;  in  2000  the 
proportion  will  reach  63  percent  (Fig.  1).  This  means 
that  by  2000,  almost  two  out  of  every  three  elderly 
veteran  males  in  the  United  States  may  be  eligible  for  VA 


Table  I - Proportion  of  Male  and  Female  Veterans  65  + 1980-2020 
(Millions) 


Male  Velerans  Female  Veterans 


Total  Vet. 

Total  Vet. 

Number 

Percent 

Number 

Percent 

Year 

Population 

Pop.  65+ 

65+ 

65+ 

65+ 

65+ 

1980 

28.6 

3.0 

2.8 

93.3 

.20 

6.7 

1990 

27.  1 

7.2 

6.8 

94.4 

.40 

5.6 

2000 

24.3 

9.0 

8.6 

95.6 

.40 

4.4 

2010 

20.7 

8.1 

7.8 

95.8 

.34 

4.2 

2020 

17.5 

7.8 

7.4 

95.1 

.38 

4.9 

Source:  VA  Office  of  Reports  and  Statistics  (March  198.^). 


Figure  1.  Veterans  over  65  years  as  percent  of  all  L'.S.  males  over  6'  years 
1970-2000 


medical  care  if  they  elect  to  use  it.  Most  veterans  have 
Medicare  coverage,  and  the  1983  Harris  report'*  revealed 
that  veterans  with  this  program  use  these  services  less 
often  than  those  without  this  insurance.  However,  the 
trend  in  the  Medicare  and  Medicaid  policy  is  to  increase 
the  out-of-pocket  costs  to  the  elderly  individual  and  to 
restrict  the  health  benefits.  Changes  in  the  use  of  medical 
services  by  veterans  may  change  when  costs  and  restric- 
tions under  Medicare  become  more  burdensome  and  the 
options  under  VA  health  benefits  become  more 
attractive. 

Over  95  percent  of  all  veterans  are  currently  male,  but 
there  are  also  1.1  million  females,  about  four  percent.  By 
the  year  2020,  they  will  represent  7.5  percent  of  the  total 
veteran  population.  Thus,  caring  for  female  veterans 
along  with  female  spouses  of  aged  veterans  becomes  an 
added  consideration  for  those  planning  VA  programs 
and  services. 

There  are  numerous  additional  tables  in  the  report, 
“Caring  for  the  Older  Veteran”,*  showing  the  demogra- 
phic changes  taking  place  in  the  United  States  which 
emphasized  the  impending  “geriatric  imperative”  for  the 
VA  and  the  nation.  The  VA  has  defined  needs  and  has 
proposed  provisos  to  care  for  this  rapidly  growing 
geriatric  population. 

The  VA  was  founded  in  1866  with  the  establishment  of 
soldiers  homes  for  disabled  veterans.  These  were  mostly 
converted  barracks,  and  no  medical  care  was  provided. 
Some  medical  services  were  created  during  World  War  I 
and  became  more  developed  when  the  National  Asylum 
for  Disabled  Volunteer  Soldiers  became  the  Veterans 
Administration  in  1930.  Subsequently,  in  1946,  Public 
Law  193  established  the  Department  of  Medicine  and 
Surgery  with  increased  emphasis  on  medical  services.  In 
1983,  The  VA  operated  172  medical  centers  (general 
medical  and  surgical,  and  psychiatric  hospitals),  227 
outpatient  clinics,  103  nursing  homes  and  16  domici- 
liaries.  The  original  soldiers  home  of  1 866  has  grown  into 
the  largest  veterans  health  system  in  the  world. 

The  goal  of  the  VA  is  to  provide  the  highest  quality  of 
care  so  that  the  veteran  can  achieve  the  highest  quality  of 
life.  The  theme  of  this  paper  is  not  to  discuss  the  focili ties, 
personnel  and  performance  that  characterize  VA  quality 
of  care.  However,  good  quality  of  care  is  basic  to  improve 
quality  of  life.  For  this  reason  a few  facts  are  in  order.  All 
VA  hospitals  are  accredited  by  the  Joint  Commission  on 
Accreditation  of  Hospitals  (JACH),  including  nursing 
home-care  units  and  hospital  based  home-care  programs. 
The  VA  performs  its  own  evaluation  of  Community 
Nursing  Homes,  Intermediate  Care  Facilities,  Personal 
Care  Home,  State  Home  program,  and  Domiciliary 
programs.  All  told,  there  are  some  28  agencies  and  orga- 
nizations evaluating  VA  quality  of  care  by  survey,  three 
of  which  are  internal  to  the  VA.  Also,  there  are  16 
additional  agencies  and  organizations  evaluating  by 
oversight,  review  or  survey,  including  the  Office  of 
Management  and  Budget  which  controls  the  purse 
strings.  If  these  were  not  enough,  the  VA  carries  out 
ongoing  systematic  internal  reviews  and  systematic 
external  reviews  to  guarantee  the  highest  quality  of 
medical  care. 

The  VA  has  left  no  stone  unturned  to  provide  complete 
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care  for  the  aging  veteran.  Presentation  of  all  the 
programs  is  not  within  the  scope  of  this  paper.  An 
inventory  of  VA  programs  and  services  can  be  found  in 
the  publication  “Caring  for  the  Older  Veteran.* 
However,  there  are  two  special  programs  that  bear 
mentioning,  Geriatric  Research  Education  and  Clinical 
Centers  (GRECCs)  and  the  Geriatric  Evaluation  Units 
(GEUs).  The  GRECCs  are  centers  of  excellence  designed 
for  the  advancement  and  integration  of  geriatric  and 
gerontological  research,  education  and  clinical  achieve- 
ment into  the  total  VA  system.  The  first  GRECC  was 
established  in  Fiscal  Year  1976,  and,  currently,  there  are 
ten  such  centers.  The  three  components  of  a GRECC  are 
research,  education  and  clinical  care.  All  GRECCs 
investigate  general  aging  problems.  In  addition,  each  site 
pursues  one  or  more  areas  of  specialized  interest  and 
expertise,  such  as:  geriatric  endocrinology,  molecular 
biology  of  aging,  cognitive  motor  dysfunction,  and 
immunology.  At  present,  the  GRECCs  are  undertaking  a 
collaborative  project  on  Alzheimer’s  disease. 

Education  is  an  important  part  of  the  VA  commitment 
after  patient  care  and  research.  Annually,  some  100,000 
health  professionals,  including  25,000  resident  physicians, 
train  at  medical  centers  and  acquire  clinical  experience 
caring  for  geriatric  veterans.  The  San  Juan  VAMC, 
alone,  provides  clinical  training  for  1500  residents  and 
auxiliary  medical  students.  Mention  must  be  made  of  the 
Geriatric  Physician  Fellowships.  As  of  June  1984,  there 
were  79  graduates  and  90  percent  have  continued  in 
geriatric  medicine.  The  multiple  VA  Central  Office  units 
provide  geriatric/gerontology  training  to  about  8,300 
VA  health-care  staff  and  some  2,600  non-VA  community 
participants  annually.  The  GRECCs  provide  a model  for 
the  transmission  of  geriatric  knowledge,  the  acquisition 
of  skills  and  the  development  of  positive  attitudes  among 
the  VA  staff.  Fellows,  residents  and  students  at  the 
graduate  and  undergraduate  levels. 

The  GRECCs  are  integrated  in  the  ongoing  clinical 
activities  of  the  host  facility.  Their  goal  is  to  apply  new 
knowledge  and  ideas  and  evaluate  their  usefulness  in  a 
patient-care  setting.  They  serve  to  field  test  advanced 
knowledge  as  well  as  educate  health-care  professionals  in 
geriatric  care. 

An  outgrowth  of  the  GRECCs  are  the  Geriatric 
Evaluation  Units  (GEUs).  Whereas  the  former  were 
founded  primarily  to  promote  research,  education  and 
supplement  ongoing  clinical  activities,  the  latter  were 
organized  to  provide  comprehensive  care,  medical  as  well 
as  psychosocio-economical,  for  elderly  patients  with 
multiple  medical  problems.  Many  of  these  treatable 
secondary  problems  are  detected  while  hospitalized  for 
the  primary  illness.  The  goal  of  a GEU,  as  stated  by 
Custis,^  is  to  improve  the  diagnosis,  treatment  and 
placement  of  older  patients  using  an  interdisciplinary 
health-care-team  approach  to  achieve  lower  morbidity, 
improve  functioning  and  prevention  of  unnecessary  insti- 
tutionalization. In  addition  to  improving  care  for  older 
patients  and  better  utilization  of  hospital  beds,  GEUs 
provide  geriatric  training  and  research  opportunities  for 
physicians  and  other  health-care  professionals  in  the 
medical  center.  A recent  report*  concluded  the  “GEUs 
can  provide  substantial  benefits  for  appropriate  groups 
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of  elderly  patients  over  and  above  the  benefits  of 
traditional  hospital  approaches.” 

During  the  past  year,  a GEU  has  been  operating  at  the 
San  Juan  VAMC  utilizing  five  beds  in  the  intermediate 
ward  of  the  Medical  Service.  A multidisciplinary  profes- 
sional team  was  established  with  representation  from 
Medicine,  Rehabilitation  Medicine,  Nursing  and  Social 
Work  Services.  The  unit  certainly  has  fulfilled  one 
desired  purpose:  to  interest  physicians  and  auxiliary 
medical  professionals  in  comprehensive  care  for  the 
geriatric  veteran. 

Before  discussing  improvement  in  the  quality  of  life  of 
the  geriatric  patient,  permit  me  to  emphasize  the  need  to 
evaluate  the  side-effects  and  interaction  of  each  drug 
carefully  before  prescribing.  Above  all,  don’t  sedate  the 
elderly  unduly  because  sedation  produces  depression. 
Refer  them  and  their  families  to  the  Rehabilitation 
Medicine  Service  early  for  instruction  in  Living  Skills  and 
the  other  functional  activities  of  daily  living  to  restore 
their  independence  insofar  as  possible.  Preserve  their 
dignity,  so  they  will  be  able  to  return  to  their  rightful 
place  in  the  family  council  and  society. 

Now,  to  turn  to  what  the  VA  is  doing  to  improve  the 
quality  of  life  for  the  aging  veteran.  Prolongation  of  life  is 
a medical  miracle,  but  mental  deterioration  and  physical 
disability  ravage  the  well-being  of  the  geriatric  popula- 
tion. Improving  quality  of  life  is  an  individual  assess- 
ment, and  rehabilitation  medicine  is  the  mainstay  of 
geriatric  care.  Indeed,  it  is  satisfying  for  a long-time 
practitioner  of  Physical  Medicine  and  Rehabilitation  to 
see  the  holistic  doctrine  of  physiatry  incorporated  into 
present  medical  practice.  There  is  no  better  way  to  treat 
geriatric  patients  and  return  them  to  their  own  environ- 
ment successfully.  The  goal  is  to  make  them  self- 
sufficient,  comfortable  and  happy  at  the  same  time.  This, 
simply  said,  is  the  keystone  to  quantify  the  quality  of  life. 

Fortunately,  before  the  age  of  prontisyl  and  penicillin, 
I had  a remarkable  professor  of  physical  diagnosis.  Dr. 
Harry  Walker,  at  the  Medical  College  of  Virginia,  who 
said,  “Listen  to  the  patient;  he  is  telling  you  the 
diagnosis.”  This  holds  true  for  the  family  and  everybody 
else  who  is  part  of  the  patient’s  life.  Good  physiatrists  are 
also  good  psychiatrists,  because  they  take  time  to  listen. 
Frequent  examinations  are  necessary  to  resolve  the 
multiple  physical  problems  that  plague  the  elderly 
patient,  the  most  important  member  of  the  rehabilitation 
team.  Please  listen  to  them,  touch  them  frequently,  and 
practice  the  Golden  Rule  with  each  of  them  in  order  to 
relieve  their  fears  and  anxieties  and  alleviate  factors  that 
affect  their  quality  of  life. 

The  VA  has  identified  nine  general  areas  that  affect 
quality  of  life:^ 

1.  An  environment  that  provides  appropriate  medical 

services. 

a.  Competent,  compassionate,  and  accessible  profe- 
ssional resources 

b.  Maximum  freedom  from  symptoms  and  physical 
limitations 

c.  Minimum  inappropriate  use  of  drugs,  tests,  and 
procedures 

d.  Health  guidance  and  training 
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2.  An  environment  that  provides  for  personal  space. 

a.  A defined  living  space 

b.  A place  to  be  alone 

c.  A place  to  display  and  use  personal  belongings 

3.  A stable  environment  with  predictable  aspects,  e.g., 
meal  time  and  personnel  availability. 

a.  Scheduled  time  for  meals  and  medicine 

b.  Unit  staff  assigned  full  time 

c.  Posted  weekly  activity  schedule 

4.  An  environment  that  encourages  and  permits,  but 
does  not  force,  choice. 

a.  Own  clothes  when  desired 

b.  Some  choice  in  menu 

c.  Bedtime  as  desired 

d.  Temporary  ward  absence  without  permission  if 
patient  is  able. 

e.  Right  not  to  participate  in  scheduled  routine 
within  reasonable  limits 

5.  An  environment  that  supports  failing  faculties 
without  fostering  dependence. 

a.  Yearly  vision  and  hearing  tests 

b.  Reality  orientation 

c.  Enlarged  print  on  signs  and  in  books 

d.  Color-coded  directions 

6.  An  environment  that  allows  personal  recognition  of 
individual  interests,  through  the  provision  of  recrea- 
tional, educational,  vocational  and  spiritual  activities. 

a.  Space  for  and  encouragement  of  hobbies 

b.  Availability  of  current  library  materials 

c.  Use  of  volunteers 

d.  Maintenance  of  appropriate  pets 

e.  Regular  visits  by  chaplain 

f.  Opportunity  to  engage  in  productive  work 

7.  An  environment  that  encourages  and  permits  the 
aged  patient  to  maintain  contact  with  the  family, 
family  surrogate  and  community. 

a.  Transportation  available  to  leave  unit  and 
hospital 

b.  A place  to  receive  visitors  in  private 

c.  Free  postage  if  needed  and  assistance  in  writing 
letters 

d.  Flexible  visiting  hours 

e.  Children  and  friends  encouraged  to  visit 

f.  Periodic  community  and  home  visits  if  able 

8.  An  environment  that  contributes  to  personal  security 
and  safety. 

a.  A place  on  unit  to  lock  possessions 

b.  Grab  bars  in  toilets,  baths  and  handrails  in 
hallways 

c.  Call  system  in  bedrooms,  lounges  and  baths 

9.  A climate  that  enhances  human  dignity. 

a.  VA  Code  of  Patient  Concern  given  to  staff  and 
patients 

b.  Patient  participation  in  formulating  unit  rules  and 
decision  making 

c.  Annual  survey  of  patient  satisfaction 

d.  Annual  assessment  of  staff  attitudes 

e.  Human  relations  training  for  staff 

f.  Opportunity  for  patients  to  assist  others 


Although  the  preceding  list  was  developed  to  evaluate 
the  nursing  home  setting,  many  of  the  factors  can  be 
incorporated  into  the  overall  treatment  of  the  elderly 
patients  to  satisfy  their  quality  of  life,  whether  institu- 
tionalized or  in  their  homes. 

The  principal  contribution  of  Rehabilitation  Medicine 
in  the  care  of  the  physically  and  mentally  disabled 
geriatric  patient  is  training  in  Living  Skills,  universally 
known  as  “A.D.L.”,  Activities  of  Daily  Living.  The  VA 
has  a check-list  of  over  150  different  self-care  activities 
that  make  up  the  functional  evaluation  performed  in  our 
service  by  the  Occupational  Therapists.  The  purpose  is  to 
make  the  patient  as  self-sufficient  as  possible  in  eating, 
communication,  hygiene,  dressing,  locomotion,  household 
and  other  personal  activities.  Although  the  goal  is  to 
teach  the  patient  to  accomplish  each  skill  without  the 
need  for  mechanical  aids,  adaptations  of  environment,  or 
human  assistance,  this  is  not  always  possible.  Then,  the 
ingenuity  of  the  rehabilitation  team  is  tested  in  pres- 
cribing individual  aids,  special  adaptation  of  environ- 
ment, or  teaching  family  members  to  assist  patients 
achieve  these  abilities  that  make  it  possible  for  them  to 
live  at  home.  The  joy  that  lights  up  the  faces  of  these 
patients  upon  mastering  these  skills  stimulates  both  staff 
and  patients  to  strive  for  continued  success  in  other  self- 
care  activities. 

In  Puerto  Rico,  we  believe  the  milieu  of  the  patient’s 
home  is  superior  to  the  best  nursing  home.  Therefore,  the 
San  Juan  VA  Medical  Center  has  constructed  a Living 
Skills  Laboratory  within  the  Rehabilitation  Medicine 
Service  area.  This  is  a small  apartment,  comprising  a 
kitchen,  bedroom  and  bathroom,  where  homemaking 
activities  are  taught  to  the  patients  and  their  families.  The 
majority  of  persons  treated  are  wheel-chair  bound,  and 
they  learn  how  to  take  care  of  themselves  at  home.  The 
VA  has  a Home  Improvement  and  Structural  Alterations 
(HISA)  program  to  assist  these  veterans  in  making  neces- 
sary environmental  alterations  to  facilitate  use  of 
wheelchairs  or  other  aids. 

Driver  training  is  also  available.  Many  hemiplegics  and 
amputees  have  successfully  renewed  their  driver’s  license 
after  learning  to  drive  a car  with  minimal  adaptive 
equipment.  These  are  programs  provided  by  the  Rehabi- 
litation Medicine  Service  to  improve  the  quality  of  life  of 
the  geriatric  veteran  by  making  him  self-sufficient. 


Conclusion 

The  VA  program  to  care  for  the  physically  and 
mentally  disabled  geriatric  veteran  was  briefly  presented. 
A nursing-home  setting  to  improve  the  quality  of  life  of 
the  elderly  veteran  was  documented.  Finally,  the  Living 
Skills  Laboratory  of  the  Rehabilitation  Medicine  Service, 
San  Juan  VA  Medical  Center,  was  discussed.  The  goal  of 
this  program  is  to  teach  the  geriatric  veteran  functional 
activities  of  daily  living,  skills,  once  accomplished,  that 
will  make  them  independent,  preserve  their  dignity,  add 
to  the  quality  of  their  lives,  so  that  they  can  live  at  home 
without  becoming  a burden  to  themselves,  their  families 
or  their  communities. 
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Resumen:  Se  presentó  brevemente  el  programa  de  la 

Administración  de  Veteranos  sobre  el  cuidado  del  veterano 
geriátrico  con  impedimento  físico  o mental.  Se  documentó 
un  programa  de  “nursing  home”  para  mejorar  la  calidad  de 
la  vida  del  veterano  envejeciente.  Finalmente,  se  discutió  el 
programa  de  Destrezas  del  Diario  Vivir  del  Servicio  de 
Medicina  de  Rehabilitación  del  Hospital  de  Veteranos.  La 
meta  de  este  programa  es  entrenar  al  veterano  geriátrico  en 
actividades  funcionales  de  la  vida  diaria,  destrezas  que,  una 
vez  adquiridas,  van  a proveerles  independencia,  ayudarlos  a 
conservar  su  dignidad,  añadir  calidad  a sus  vidas,  de 
manera  que  puedan  vivir  en  sus  hogares  sin  convertirse  en 
cargas  para  ellos  mismos,  para  sus  familiares  o para  sus 
comunidades. 
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SPECIAL  ARTICLES 


Prevention  of  Venous  Thrombosis  and 
Pulmonary  Embolism* 


Venous  thrombosis  and  pulmonary  embolism  cons- 
titute major  health  problems  that  result  in  significant 
morbidity  and  mortality  in  the  United  States.  It  is 
estimated  that  venous  thrombosis  and  pulmonary 
embolism  are  associated  with  300,000  to  600,000  hospi- 
talizations a year  and  that  as  many  as  50,000  individuals 
die  each  year  as  a result  of  pulmonary  embolism. 

Both  venous  thrombosis  and  pulmonary  embolism  are 
often  silent  and  difficult  to  detect  by  clinical  examination. 
The  use  of  a number  of  diagnostic  tests  such  as  fibrinogen 
uptake,  Doppler  ultrasound,  impedance  plethysmo- 
graphy, venography,  ventilation-perfusion  scans,  and 
pulmonary  angiography  has  resulted  in  the  identification 
of  several  groups  of  patients  at  high  risk  of  developing 
venous  thromboembolic  disease.  Patients  undergoing 
various  types  of  surgery — general,  orthopedic,  gyneco- 
logical-obstetrical, urological,  and  neurosurgical — are  at 
high  risk  for  developing  deep  venous  thrombosis  (DVT) 
and  pulmonary  embolism  (PE).  Of  these  groups,  ortho- 
pedic patients  appear  to  be  especially  prone  to 
thrombosis,  particularly  patients  with  hip  fracture. 
Patients  with  various  types  of  medical  diseases,  usually 
chronic,  are  also  at  risk  for  venous  thrombotic  events. 

Because  some  groups  of  patients  at  high  risk  for  the 
development  of  venous  thromboembolism  can  be 
identified,  it  is  reasonable  and  desirable  to  consider  ways 
of  prevention;  prevention  is  far  superior  to  treatment. 

To  help  resolve  questions  that  relate  to  various 
prophylactic  measures  in  high-risk  groups  of  patients,  the 
National  Heart,  Lung,  and  Blood  Institute  and  the  NIH 
Office  of  Medical  Applications  of  Research  convened  a 
Consensus  Development  Conference  on  Prevention  of 
Venous  Thrombosis  and  Pulmonary  Embolism  on 
March  24-26,  1986.  After  hearing  a series  of  expert 
presentations  and  discussion  from  the  audience  and 
reviewing  the  medical  literature,  a consensus  develop- 
ment panel  representing  the  professional  fields  of 
vascular,  orthopedic,  urologic,  and  trauma  surgery, 
hematology,  pulmonary  medicine,  obstetrics  and  gyneco- 
logy, family  practice,  epidemiology,  biostatistics,  and  the 
general  public  considered  the  evidence  and  agreed  on 
answers  to  the  following  questions: 

• What  is  the  level  of  risk  of  venous  thrombosis  and 
embolism  in  various  patient  groups? 

• What  is  the  efficacy  and  safety  of  various  forms  of 
prophylaxis  in  these  patient  groups? 

• What  are  the  recommended  forms  of  prophylaxis  in 
these  patient  groups? 


*Nalional  Institutes  of  Health  Consensus  Development  Conference 
Statement,  Volume  6,  Number  2 


• What  questions  remain  to  be  answered  about 
prophylaxis  of  venous  thromboembolism? 

Inherent  in  the  first  three  questions  is  an  epidemiologic 
and  statistical  assessement  of  whether  the  existing  data 
are  sufficient  to  warrant  recommendations  on  the 
prophylasis  of  venous  thromboembolism. 

The  most  rigorous  and  definite  test  of  any  method  of 
prophylaxis  is  the  randomized  clinical  trial.  However,  the 
incidence  of  clinically  significant  PE  is  low  and  would 
thus  require  trials  on  the  order  of  5,000  patients  to 
examine  the  effect  of  prophylaxis  on  all  PE  or  100,000 
patients  to  examine  the  effect  on  all-cause  mortality.  In 
contrast,  the  incidence  of  DVT  is  substantially  higher, 
ranging  from  20  to  70  percent.  Thus,  prophylactic 
treatment  of  DVT  can  be  evaluated  with  trials  of  smaller 
sample  size,  but  it  is  first  necessary  to  demonstrate  the 
clinical  relevance  of  the  presence  of  DVT  to  the  develop- 
ment of  pulmonary  embolism. 

The  use  of  DVT  screening  tests  as  a marker  for 
pulmonary  embolism  is  justified  both  by  the  known 
oathophysiology  of  pulmonary  embolism  and  the  asso- 
ciation of  a reduction  in  DVT  with  a reduction  in  PE.  In 
particular,  the  combined  data  on  over  12,000  individuals 
in  randomized  clinical  trials  of  low-dose  heparin  showed 
a 68  percent  reduction  in  DVT  as  measured  by  the  I- 
fibrinogen  uptake  test  and/or  venography;  this  was 
associated  with  a 49  percent  reduction  in  PE.  Moreover, 
there  was  a decrease  in  overall  mortality  that  was  due  to 
the  decrease  in  fatal  pulmonary  embolism.  The  evidence 
for  a benefit  of  prophylaxis  in  preventing  pulmonary 
embolism  is  compelling  using  DVT  as  a marker.  The 
findings  within  most  specific  patient  subgroups  rely  on 
this  assumption;  that  DVT  is  an  appropriate  marker  for 
PE. 

When  using  DVT  as  a marker  for  PE,  many  clinical 
trials  have  had  an  inadequate  number  of  patients  to 
detect  important  therapeutic  differences.  Trends  that 
may  appear  to  be  a chance  finding  in  any  one  trial  assume 
importance  when  consistently  seen  in  multiple  trials.  In 
evaluating  the  evidence,  the  panel  has  assessed  each  trial 
as  it  stands  alone  and  has  searched  for  consistency  among 
trials  with  similar  therapy  and  patient  groups. 

The  panel  has  also  evaluated  the  evidence  from  all 
clinical  trials  presented  at  the  conference  and  addressed 
each  question  as  it  relates  to  specific  patient  groups  at 
high  risk  for  development  of  venous  thromboembolic 
events. 

What  is  the  level  of  risk  of  venous  thrombosis  and  embolism 
in  various  patient  groups? 

Venous  thrombosis  and  PE  constitute  major  causes  of 
morbidity  associated  with  many  common  medical 
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conditions  and  surgical  procedures.  Reliable  natural 
history  data  are  available  from  the  control  arms  of  well 
over  100  clinical  trials  published  during  the  past  two 
decades,  generally  from  patients  over  the  age  of  40. 
European  trials  document  a higher  rate  of  DVT  than  has 
been  reported  in  North  America,  Asia,  or  Africa,  but  a 
significant  incidence  of  these  complications  has  been 
found  in  all  studies  directed  at  this  problem,  regardless  of 
the  location  of  the  investigation. 

General  Surgery 

The  largest  pool  of  data  has  been  obtained  in  studies  of 
patients  over  the  age  of  40  undergoing  general  surgical 
procedures  , where  the  average  incidence  of  deep  venous 
thrombosis  in  control  patients  is  25  percent  by  fibrinogen 
scanning  and  19  percent  by  venography.  The  pooled  data 
incidence  of  DVT  in  Europe  is  30  percent,  and  in  North 
America  it  is  16  percent.  DVT  extends  proximal  to  the 
knee  joint  in  7 percent,  and  clinically  significant  pulmo- 
nary embolism  occurs  in  1.6  percent  of  the  general  surgi- 
cal population.  Einally,  the  likelihood  of  a major  pulmo- 
nary embolus  leading  to  death  approaches  1 percent. 

Advancing  age  and  malignancy  are  associated  with 
even  higher  rates  of  both  DVT  and  PE. 

Orthopedic  Surgery 

All  elective  orthopedic  surgical  patients  undergoing 
lower  extremity  surgery  are  at  risk  for  deep  venous 
thrombosis.  The  risk  to  patients  is  greatest  for  hip  surgery 
and  knee  reconstruction,  where  DVT  rates  range  from  45 
to  70  percent. 

Clinically  significant  PE  has  been  reported  to  be  as 
high  as  20  percent  in  hip  surgery  patients,  with  a 1 to  3 
percent  incidence  of  fatal  PE.  The  rates  of  both  clinical 
PE  and  fatal  PE  following  knee  reconstruction  are  lower 
than  following  hip  surgery  but  remain  a problem. 

Urology 

The  incidence  of  DVT  in  urologic  surgery  is  similar  to 
that  in  general  surgery,  that  is,  about  25  percent,  and 
ranges  from  40  percent  in  transvesical  prostatectomy  to 
10  percent  in  transurethral  surgery.  Because  increasing 
age  has  a high  correlation  with  increased  risk  of  DVT, 
urologic  patients  often  have  a higher  risk  than  other 
surgical  patients. 

Gynecology  and  Obstetrics 

The  reported  overall  risk  of  DVT  in  gynecologic 
surgery  ranges  from  7 to  45  percent.  Fatal  PE  is  estimated 
to  occur  in  nearly  1 percent  of  these  patients.  Low-risk 
patients  include  those  up  to  40  years  of  age  undergoing 
surgical  procedures  of  less  than  30  minutes,  and  in  this 
group,  the  incidence  of  DVT  is  under  3 percent. 
Moderate-risk  patients,  40  to  70  years  of  age,  undergoing 
minor  or  major  surgery  with  no  other  risk  factors,  have  a 
10  to  40  percent  risk  of  DVT.  High-risk  patients,  age  40 
or  over  with  added  risk  factors  (prior  DVT/PE,  varicose 
veins,  infection,  malignancy,  estrogen  therapy,  obesity, 
and  prolonged  surgery),  have  a 40  to  70  percent  risk  of 
DVT  and  a 1 to  5 percent  risk  of  fatal  PE. 


The  risk  of  DVT  in  pregnancy  has  been  reported  to  be 
five  times  higher  than  in  nonpregnant  patients  in  the 
same  age  group  and  may  be  increased  post  partum. 
Antenatal  risks  are  increased  in  patients  with  prior  DVT 
or  PE,  varicose  veins,  and  obesity.  It  is  not  known 
whether  these  risks  are  additive.  Postpartum  risks  are 
increased  by  Cesarean  delivery,  which  carries  risks 
similar  to  those  of  gynecologic  surgery. 

Neurosurgery  and  Neurology 

The  risk  of  DVT  and  fatal  PE  in  neurosurgical  patients 
is  similar  to  that  of  other  surgical  high-risk  groups.  The 
incidence  of  DVT  ranges  from  9 to  50  percent.  Fatal  PE 
occurs  in  from  1.5  to  3 percent.  In  stroke,  the  risk  of  DVT 
in  the  paralyzed  leg  is  as  high  as  75  percent,  whereas  in  the 
nonparalyzed  led  it  is  approximately  7 percent. 

Trauma 

The  risks  of  thromboembolic  diseases  and  subsquent 
PE  have  not  been  specifically  defined  for  the  general 
trauma  population.  This  is  due  in  part  to  the  complex 
nature  and  wide  variety  of  systems  injured.  In  addition, 
the  most  prevalent  diagnostic  test  used  for  DVT,  the 
fibrinogen  uptake,  cannot  be  used  effectively  in  this 
population  because  tissue  trauma  itself  can  produce  a 
positive  scan.  Although  data  are  lacking,  it  is  estimated 
that  the  incidence  of  DVT  in  the  young  multisystem 
trauma  patient  is  about  20  percent.  The  incidence  of  fatal 
PE  is  not  known.  Two  subgroups  of  trauma  patients  have 
a much  higher  risk  of  thrombosis.  The  elderly  patient 
with  a hip  fracture  has  a reported  incidence  of  DVT 
exceeding  40  percent  and  an  incidence  of  fatal  PE 
exceeding  4 percent.  The  patient  with  an  acute  head  or 
spinal  cord  injury  has  a reported  40  percent  incidence  of 
DVT  and  a greater  than  1 percent  incidence  of  fatal  PE. 

Medical  Conditions 

Two  groups  of  medical  conditions  exist  in  which  the 
incidence  of  thromboembolism  is  greatly  increased 
(table  1).  One  group  consists  of  inherited  deficiencies  of 
inhibitors  and  regulators  of  coagulation  or  fibrinolysis. 
These  inherited  conditions  are  associated  with  a positive 
family  history  for  thromboembolism,  onset  at  an  early 
age,  and  repeated  episodes  of  thromboembolism  often  in 
the  absence  of  other  known  predisposing  factors. 
Although  the  exact  cumulative  risk  of  thromboembolism 
is  not  known  in  most  of  these  uncommon  genetic 
disorders,  it  approaches  80  percent  in  antithrombin  III 
deficiency. 

A much  larger  group  encompasses  patients  with 
acquired  conditions  predisposing  to  thromboembolism. 
The  risk  of  thromboembolism  in  this  group  of  patients 
ranges  up  to  80  percent  in  paroxysmal  nocturnal 
hemoglobinuria,  up  to  70  percent  in  congestive  heart 
failure,  and  up  to  40  percent  in  acute  myocardial 
infarction. 

In  patients  from  either  category,  the  risk  for  throm- 
boembolism is  heightened  by  the  presence  of  additional 
risk  factors — but  by  an  unknown  amount. 
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Table  1 - Risk  Factors  Predisposing  to  Thromboembolism 

1.  Inherited  Risk  Factors 

A.  Antithrombin  III  deficiency 

B.  Protein  C deficiency 

C.  Protein  S deficiency 

D.  Dysfibrinogenemia 

E.  Disorders  of  plasminogen  and  plasminogen  activation 

2.  Acquired  Risk  Factors 

A.  Lupus  anticoagulant 

B.  Nephrotic  syndrome 

C.  Paroxysmal  nocturnal  hemoglobinuria 

D.  Cancer 

E.  Stasis — congestive  heart  failure,  myocardial  infarction,  cardio- 
myopathy, constrictive  pericarditis,  anasarca 

F.  Advancing  age 

G.  Estrogen  therapy 

H.  Sepsis 

I.  Immobilization 

J.  Stroke 

K.  Polycythemia  rubra  vera 

L.  Inflammatory  bowel  disease 

M.  Obesity 

N.  Prior  thromboembolism 


What  are  the  efficacy  and  safety  of  various  forms  of 
prophylaxis  in  these  patient  groups? 

Several  prophylactic  therapies  for  DVT  and  PE  have 
been  adequately  evaluated.  In  appropriate  prospective 
randomized  clinical  trials,  clear  and  statistically  signifi- 
cant benefit  has  been  demonstrated.  Both  pharmacologic 
and  physical  modalities  have  been  tested,  singly  and  in 
various  combinations.  The  best  documentation  of  benefit 
in  decreasing  DVT,  PE,  fatal  pulmonary  embolism,  and 
overall  mortality  has  been  associated  with  trials  of  low- 
dose  heparin.  Other  effective  prophylactic  modalities 
include  dextran,  external  pneumatic  compression,  and 
graduated  compression  elastic  stockings. 

General  Surgery 

Within  the  broad  scope  of  general  surgery,  low-dose 
heparin  administered  subcutaneously  every  8 or  every  12 
hours  beginning  2 hours  prior  to  surgery  reduces  the  rate 
of  DVT  by  60  percent,  for  a net  decrease  in  incidence 
from  25  percent  to  10  percent.  In  pooled  studies,  the 
likelihood  of  a calf  thrombus  extending  proximally  is 
reduced  by  approximately  one-half,  as  is  the  risk  of 
clinically  significant  PE.  Finally,  fatal  PE  decreases  from 
0.7  to  0.2  percent.  Heparin-associated  thrombocytopenia 
has  been  reported  rarely  in  patients  receiving  low-dose 
heparin. 

Although  fewer  data  are  available,  dextran-70  exerts  a 
comparable  protective  effect  in  decreasing  PE,  but  a 
lesser  decrease  in  DVT.  Dextran  40  appears  to  have  a 
similar  effect.  The  use  of  a combination  of  dihydroergo- 
tamine  and  heparin,  as  well  as  the  use  of  external 
pneumatic  compression,  produce  comparable  benefits 
with  respect  to  DVT,  but  fewer  patients  have  been 
studied  with  these  modalities.  The  use  of  graduated  com- 
pression elastic  stockings  has  also  been  reported  to  be  of 
benefit,  but  even  fewer  patients  have  been  studied  and 
stockings  must  be  carefully  fitted  if  they  are  to  have 
prophylactic  merit.  The  likelihood  of  benefit  with  any  of 
these  methods  suggests  that  the  prophylactic  treatment  of 


200  patients  will  prevent  1 death  from  PE,  1.2  episodes  of 
clinically  significant  PE,  and  20  episodes  of  DVT.  No 
benefits  were  associated  with  aspirin  prophylaxis.  Both 
heparin  and  dextran  increase  the  risk  of  bleeding  and 
hematoma  formation,  but  the  risk  of  serious  compli- 
cations or  death  is  minimal.  The  side  effects  of  external 
pneumatic  compression  and  elastic  stockings  are  limited 
to  patient  discomfort  and  subsequent  failure  of  com- 
pliance. 

Orthopedic  Surgery 

Despite  the  effectiveness  of  low-dose  heparin  in  other 
situations,  it  may  be  less  beneficial  in  orthopedic  patients. 
Dextran  and  warfarin  have  been  shown  to  reduce  the 
incidence  of  DVT  by  a factor  of  two  in  controlled  trials  in 
patients  undergoing  elective  hip  surgery  and  knee  recon- 
struction. Rates  of  clinical  PE  are  also  reduced,  but  the 
lowered  death  rate  from  PE,  while  suggestive,  is  not 
statistically  significant. 

Elevation  of  the  foot  of  the  bed,  gradient  elastic 
stockings,  and  external  pneumatic  compression  also 
reduce  the  incidence  of  DVT  significantly.  The  use  of 
these  mechanical  measures  is  without  known  complica- 
tions. 

Warfarin  and  dextran  in  commonly  used  doses  can 
cause  complications  of  operative  bleeding  and  wound 
hematomas.  Congestive  heart  failure,  renal  failure,  and 
anaphylaxis  are  uncommon  complications  of  dextran. 
Fatal  hemorrhage  has  been  reported  with  warfarin.  The 
incidence  of  these  bleeding  complications  is  not  well 
documented  in  orthopedic  surgery.  Wound  hematomas 
can  be  a significant  problem  in  joint  replacement 
patients.  Small  scale  studies  suggest  that  low-dose 
warfarin  may  be  safe,  but  the  data  are  limited. 

Urology 

The  efficacy  of  prophylaxis  for  DVT  in  urologic 
patients  has  been  studied  most  extensively  with  low-dose 
heparin.  In  several  studies,  the  reduction  in  incidence 
following  prophylaxis  is  75  percent — similar  to  data  from 
general  surgery.  Small-scale  studies  using  external 
pneumatic  compression  suggest  a decrease  in  DVT 
similar  to  that  in  patients  receiving  low-dose  heparin. 

Low-dose  heparin  appears  safe  as  measured  by 
transfusion  requirements  and  the  postoperative  decrease 
in  hemoglobin  concentration.  External  pneumatic  com- 
pression also  appears  to  carry  no  significant  risk. 

Gynecology  and  Obstetrics 

The  evidence  suggests  that  for  low-rise  patients  with 
little  chance  of  DVT,  early  ambulation  and  graduated 
compression  stockings  are  sufficient  prophylaxis.  Patients 
at  moderate  to  high  risk,  with  benign  disease,  can  be 
managed  effectively  with  low-dose  heparin,  dextran, 
and/or  external  pneumatic  compression  with  compa- 
rable results.  Some  evidence  suggests  that  low-dose 
heparin  is  ineffective  for  prophylaxis  in  patients  with 
gynecologic  malignancy.  In  this  category,  dextran, 
warfarin,  and/or  external  pneumatic  compression  can  be 
effective.  Although  data  are  lacking,  the  panel  believes 
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that  warfarin  also  may  provide  effective  and  safe  pro- 
phylaxis for  patients  with  benign  or  malignant  disease. 

Data  from  controlled  trials  are  lacking  for  pregnant 
and  postpartum  patients.  However,  the  panel  believes 
that  low-dose  heparin  may  be  effective  and  safe  for 
prophylaxis  when  used  antenatally  in  pregnant  patients 
at  risk.  There  are  no  data  regarding  the  optimal  timing  of 
therapy.  Warfarin  prophylaxis  is  contraindicated  in 
pregnancy,  and  there  are  no  data  on  the  use  of  dextran  in 
pregnancy.  The  panel  believes  that  low-dose  heparin 
and/or  external  pneumatic  compression  may  be  effective 
and  safe  in  prophylaxis  in  postpartum  patients  at  risk. 

Neurosurgery  and  Neurology 

There  is  a relative  paucity  of  studies  on  specific  thera- 
pies for  special  subgroups  of  neurosurgical  patients  as 
compared  with  general  and  orthopedic  surgery  patients. 
The  efficacy  of  external  calf  compression,  low-dose 
heparin  (with  or  without  dihydroergotamine),  and 
warfarin  has  been  demonstrated  for  patients  with  extra- 
cranial problems. 

Patients  with  intracranial  lesions  and  spinal  lesions  for 
which  even  minor  bleeding  complications  could  have 
disastrous  effects  are  generally  not  considered  candidates 
for  prophylaxis  with  anticoagulants,  although  limited 
data  support  the  use  of  low-dose  heparin  as  safe  for 
selected  craniotomy  patients.  External  pneumatic  com- 
pression is  recommended  for  patients  with  this  group  of 
problems  and  has  been  shown  to  be  both  efficacious  and 
safe. 

Trauma 

Because  hemorrhage  is  a major  complication  of 
traumatic  injury,  trauma-induced  bleeding  must  be 
controlled  prior  to  the  use  of  any  agent  that  might 
accentuate  the  bleeding  process.  The  efficacy  and  safety 
of  the  various  forms  of  prophylaxis  have  not  been 
evaluated  in  the  multisystem  trauma  patient  population, 
but  a number  of  specific  patient  subgroups  have  been 
studied.  In  young  patients  with  musculoskeletal  truma, 
low-dose  heparin  (with  or  without  dihydroergotamine) 
and  dextrans  have  been  studied.  When  begun  within  the 
first  2 days,  these  agents  decrease  the  rate  of  DVT. 
Increased  bleeding  is  seen  with  these  methods,  but  the 
incidence  is  no  greater  than  that  encountered  with  their 
use  in  elective  orthopedic  surgery  patients.  A number  of 
prophylactic  measures  have  been  studied  in  high-risk  hip 
fracture  patients.  Aspirin  and  low-dose  heparin  have  not 
been  shown  to  be  effective.  Dextran  has  been  shown  to 
decrease  the  incidence  of  DVT.  Although  bleeding  com- 
plications are  increased,  the  use  of  dextran-40  doses  not 
exceeding  lOml/kg  in  the  first  24  hours  and  5-7  ml/kg 
every  24  hours  after  this  point  decreases  this  problem. 
Warfarin  in  elderly  patients  with  hip  fractures  decreases 
the  incidence  of  both  DVT  and  pulmonary  emboli. 
Bleeding  complications  are  increased,  but  the  problem 
can  be  minimized  if  the  increase  in  prothrombin  time 
does  not  exceed  1.4  times  control.  External  pneumatic 
compression  has  also  been  shown  to  decrease  the 
incidence  of  DVT.  There  are  some  data  to  indicate  that 
pressure  gradient  stockings  are  also  effective. 


Anticoagulants  have  not  been  used  in  the  acute  head 
injury  patient  because  of  the  risk  of  bleeding.  External 
pneumatic  compression  has  been  shown  to  decrease  the 
incidence  of  DVT  in  this  group.  Both  low-dose  heparin 
and  external  pneumatic  compression  are  effective  in 
reducing  DVT  in  trauma-induced  paraplegia. 

Medical  Conditions 

Several  approaches  are  available  to  decrease  the  risk  of 
thromboembolism  in  patient  groups  listed  in  table  1. 
These  treatments  include  low-dose  heparin,  warfarin, 
and  early  ambulation  and  other  physical  methods.  One 
study  reported  that  administration  of  low-dose  heparin 
decreased  all-cause  mortality  from  10  percent  to  5 
percent  for  patients  with  a wide  variety  of  medical  condi- 
tions. Low-dose  heparin  reportedly  decreases  the 
incidence  of  DVT  in  persons  hospitalized  for  acute 
myocardial  infarction,  heart  failure,  and/or  pulmonary 
infection.  Data  are  lacking  for  other  prophylactic 
methods.  Because  of  the  synergistic  nature  of  an  underly- 
ing thrombotic  tendency  and  the  added  risk  of  an  acute 
condition  or  a surgical  procedure  in  some  medical 
patients,  low  doses  of  heparin  may  be  inadequate  for 
prophylaxis.  The  risk  of  hemorrhage  from  prophylactic 
methods  is  no  higher  in  medical  than  in  general  surgical 
patients  receiving  these  treatments  and,  in  fact,  is  lower  in 
the  absence  of  a surgical  wound. 

What  are  the  recommended  forms  of  prophylaxis  in 
these  patient  groups? 

General  Surgery 

Available  data  justify  routine  prophylaxis  of  all 
surgical  patients  in  high-risk  situations.  In  high-risk 
patients — those  over  the  age  of  40,  or  obese,  or  with 
malignancy,  or  prior  DVT  of  PE,  or  undergoing  large  or 
complicated  surgical  procedures — prophylactic  treat- 
ment with  low-dose  heparin  using  5,000  U subcutaneously 
every  8 or  12  hours  is  recommended,  at  least  until  the 
patient  is  ambulatory.  Dextran  in  initial  doses  of  10  ml 
per  kg  appears  equally  effective  in  decreasing  PE  but  is 
more  expensive.  Most  studies  have  employed  dextran-70 
but  the  fewer  studies  with  dextran  40  suggest  it  is  equally 
effective. 

Both  external  pneumatic  compression  and  gradient 
elastic  stockings  are  also  effective  modalities  in  pre- 
venting DVT.  The  addition  of  dihydroergotamine  to  the 
same  dose  of  heparin  may  be  more  efficacious,  but  the 
contraindications  and  potential  risks  associated  with  its 
vasoconstrictive  effects  must  be  borne  in  mind  by 
physicians  selecting  this  modality.  The  need  for  prophy- 
laxis in  patients  under  40  with  no  known  risk  factors 
undergoing  uncomplicated  operative  procedures  lasting 
less  than  1 hour  is  unknown. 

Orthopedic  Surgery 

For  high-risk  orthopedic  patients  undergoing  elective 
hip  surgery  or  knee  reconstruction,  one  of  the  following 
prophylactic  regimens  is  recommended  for  at  least  7 days 
or  longer  if  the  patient  remains  bedridden;  low-dose 
warfarin,  dextran,  or  adjusted-dose  heparin.  For  other 
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patients,  mechanical  measures,  including  gradient  elastic 
stockings  or  external  pneumatic  compression,  may  be 
used  if  feasible.  Early  mobilization  and  elevation  of  the 
foot  of  the  bed  or  of  injured  limbs  are  also  recommended. 

Urology 

Because  the  low-dose  heparin  prophylaxis  data 
document  both  efficacy  and  safety,  this  therapy  should  be 
used  in  urologic  patients  over  the  age  of  40.  The  use  of 
mechanical  modalities  such  as  external  pneumatic 
compression  offers  a possible  attractive  alternative, 
although  more  trials  are  necessary  in  urologic  patients. 

Gynecology  and  Obstetrics 

Evidence  indicates  that  low-risk  gynecologic  patients  are 
satisfactorily  managed  with  early  ambulation  and 
graduated  compression  stockings.  Patients  at  moderate 
and  high  risk  (exclusive  of  those  with  gynecologic  malig- 
nancy) should  be  managed  with  low-dose  heparin  and/or 
external  pneumatic  compression.  Dextran  is  an  alternate 
choice.  Patients  with  gynecologic  malignancy  should  be 
managed  wiht  dextran  and/or  external  pneumatic 
compression  until  fully  ambulatory.  Some  evidence 
suggests  that  patients  with  gynecologic  malignancy  can 
be  managed  with  low-dose  heparin  combined  with 
external  pneumatic  compression.  The  panel  believes  that 
warfarin  may  be  a useful  alternative  in  patients  with 
benign  or  malignant  disease. 

A reduction  of  risk  factors,  such  as  the  discontinuance 
of  contraceptive  pills  or  estrogen  therapy  prior  to 
surgery,  is  recommended  in  all  elective  surgical  patients. 

Although  data  regarding  prophylaxis  of  DVT  in 
pregnancy  and  the  postpartum  period  are  limited,  the 
panel  believes  that  patients  with  a prior  history  of 
DVT/PE  may  be  treated  antenatally  with  low-dose 
heparin.  The  time  of  onset  of  therapy  is  arbitrary,  as  no 
clear  recommendation  is  supported  by  the  literature. 
Pregnant  patients  with  other  risk  factors  should  have 
their  prophylactic  management  individualized.  The 
panel  believes  that  postpartum  patients  at  risk  should  be 
managed  with  low-dose  heparin  and/or  external  pneu- 
matic compression  according  to  the  level  of  risk  until 
fully  ambulatory. 

Neurosurgery  and  Neurology 

Prophylactic  regimens  must  be  considered  by  specific 
subgroup  of  neurological  conditions.  For  patients 
undergoing  craniotomy  for  tumor,  subarachnoid  hemo- 
rrhage, AV  malformation,  aneurysm,  arterial  bypass, 
shunting  procedures,  and  other  intracranial  problems, 
external  pneumatic  compression  is  recommended.  This 
modality  is  effective  in  reducing  the  risk  of  DVT  and 
avoids  those  potential  hemorrhagic  complications  of 
antithrombotic  therapies  that,  even  if  minor,  may  be 
disastrous  in  neurosurgical  cases.  For  extracranial  neuro- 
surgical problems  such  as  elective  spinal  cord  surgery  and 
laminectomy,  external  pneumatic  compression  and  low- 
dose  heparin  are  equally  effective  and  are  recommended, 
either  alone  or  in  combination. 

Stroke  patients  in  whom  hemorrhagic  stroke  has  been 
excluded  by  CT  scan  should  receive  low-dose  heparin. 


For  all  other  stroke  patients,  external  pneumatic 
compression  is  recommended.  Neurosurgical  and  stroke 
patients  who  remain  bedridden  for  more  than  5 days 
should  receive  prophylaxis  until  ambultory.  No  studies 
provide  information  regarding  the  use  of  gradient 
compression  stockings,  physical  therapy,  or  early 
ambulation  as  modes  of  prophylaxis  either  singly  or  in 
conjunction  with  other  recommended  modalities. 

Trauma 

The  specific  risks  of  bleeding  dictate  the  manner  and 
type  of  prophylaxis  to  be  used  in  the  trauma  patient.  The 
elderly  patient  with  a hip  fracture  is  at  high  risk  for 
thromboembolic  complications  and  clearly  requires 
some  from  of  prophylaxis  for  at  least  7 days  or  until 
ambulatory.  One  can  choose  from  three  effective 
measures:  dextran,  external  pneumatic  compression,  or 
pressure  gradient  elastic  stockings  may  be  useful.  The 
efficacy  of  low-dose  warfarin  in  hip  fracture  patients  is 
not  known.  Aspirin  and  low-dose  heparin  are  of  no 
benefit. 

Head  injury  and  acute  spinal  cord  injury  patients  also 
require  prophylaxis.  To  minimize  the  high  risk  of 
bleeding,  external  pneumatic  compression  and  pressure 
gradient  elastic  stockings  are  the  methods  of  choice. 

For  severe  musculoskeletal  trauma,  prophylaxis  is 
indicated  unitl  the  patient  is  ambulatory.  Low-dose 
heparin  or  dextran  is  effective  in  young  patients  if  ini- 
tiated early.  External  pneumatic  compression  and 
gradient  compression  stockings  are  effective  alternatives 
for  decreasing  lower  leg  thrombosis  if  lower  extremity 
trauma  does  not  preclude  their  use.  In  multisystem 
trauma,  anticoagulants  should  be  used  with  caution  until 
the  types  of  injuries  present  have  been  assessed  and  initial 
bleeding  controlled. 


Medical  Conditions 

Limited  clinical  trials  support  the  use  of  low-dose 
heparin  for  patients  with  heart  failure,  acute  myocardial 
infarction,  or  pulmonary  infection  to  prevent  DVT. 
Although  studies  do  not  exist  to  support  extension  of 
these  observations  to  other  medical  patients  at  bed  rest 
and  at  risk  for  thromboembolism,  administration  of  low- 
dose  heparin  may  be  indicated,  especially  as  long  as  other 
conditions  predisposing  to  DVT  coexist.  Where  long- 
term prophylaxis  is  indicated  in  chronic  high-risk 
patients,  warfarin  therap}  is  appropriate. 

What  questions  remain  to  be  answered  about 
prophylaxis  of  venous  thromboembolism? 

Many  issues  regarding  the  prophylaxis  of  venous 
thromboembolism  remain  unresolved.  Answers  to  these 
questions  will  require  randomized  clinical  trials  as  well  as 
basic  research  on  mechanisms.  The  fundamental  issues 
that  need  to  be  examined  include: 

1 . The  determination  of  the  basic  mechanisms  associated 
with  thrombus  formation  and  dissolution  and 
development  of  specific  assays  that  reflect  thrombus 
formation  and  dissolution  so  that  the  patients  who 
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truly  need  prophylactic  therapy  can  be  identified  and 
special  risk  circumstances  can  be  avoided. 

2.  The  elucidation  of  the  natural  history  of  an  acute 
thromboembolic  event  and  determination  of  the 
long-term  sequelae  and  the  effects  of  prophylaxis.  In 
particular,  the  relationship  of  the  postphlebitic 
syndrome  with  DVT  needs  to  be  explored. 

3.  The  explanation  of  observed  geographic  and  racial 
differences  in  the  frequency  of  venous  thrombo- 
embolic disease  so  that  potential  therapeutic  applica- 
tions can  be  targeted  for  high-risk  patients. 

4.  The  development  of  better  techniques  for  the 
diagnosis  of  DVT  and  PE. 

5.  The  development  of  prophylactic  therapies  that 
restore  normal  intravascular  homeostasis  so  that 
both  thrombosis  and  bleeding  complications  are 
minimized. 

6.  The  determination  of  the  optimal  intensity  of 
antithrombotic  therapy  to  treat  effectively  and  safely 
the  diverse  patient  problems  encountered. 

7.  The  further  evaluation  of  the  role  of  various  prophy- 
lactic therapies  for  DVT  and  PE  in  medical 
conditions,  pregnancy  and  trauma  by  prospective 
randomized  clinical  trials. 

8.  The  determination  of  efficacious  and  safe  prophy- 
lactic therapy  for  venous  thromboembolism  in 
patients  undergoing  the  commonly  performed 
procedure  of  coronary  artery  bypass  surgery  and 
coronary  angioplasty. 

9.  The  worldwide  standardization  of  laboratory  tests  to 
monitor  anticoagulation  therapy  to  facilitate  compa- 
risons between  various  patient  populations  and 
geographic  locations. 

Conclusions 

The  major  conclusions  of  the  consensus  panel  are  that: 

• Deep  venous  thrombosis  and  pulmonary  embolism 
constitute  major  health  problems  in  the  United 
States. 

• Groups  of  high-risk  patients  have  been  identified. 

• Deep  venous  thrombosis  and  pulmonary  embolism 
in  these  patients  can  be  significantly  reduced  by 
prophylactic  regimens,  which  should  be  used  more 
extensively. 

• Regimens  recommended  for  prevention  of  deep 
venous  thrombosis  and  pulmonary  embolism  include 
low-dose  heparin,  adjusted-dose  heparin,  dextran, 
and  warfarin.  Low-dose  warfarin,  external  pneu- 
matic compression,  and  gradient  elastic  stockings 
alone  or  in  combination  with  heparin  or  heparindi- 
hydroergotamine  are  also  effective  in  decreasing 
DVT  which  the  panel  considers  to  be  an  indicator  of 
their  effects  on  pulmonary  embolism.  Aspirin  has 
not  been  shown  to  be  beneficial. 

• None  of  these  preventive  measures  is  ideal,  but  most 
are  relatively  simple  to  use;  complications  are  gene- 
rally minor;  and  the  need  for  laboratory  monitoring 
is  minimal. 

• Effective  prophylactic  regimens  differ,  according  to 
the  type  of  patient  at  high  risk.  Prophylactic  therapy 


should  be  tailored  according  to  the  patient’s  disease 
and  degree  of  risk. 

• In  some  groups  of  patients,  more  than  one  effective 
prophylactic  regimen  is  available. 
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Iron  and  Exercise  Interactions* 

Jackie  Puhl,  PhD** 

Increased  participation  in  physical  activity  ha  pro- 
moted interest  in  research  on  interactions  between 
nutrition  and  excercise.  Good  nutrition  is  important  for 
optimal  performance  in  many  physical  activities.  Some 
nutritional  deficiencies,  such  as  iron  deficiency,  can 
negatively  affect  training  and  performance.  With  extreme 
iron  deficiency  (anemia),  decreases  in  maximal  oxygen 
uptake,  work  capacity  and  endurance  time  have  been 
observed.' ’ ^ 

Role  of  Iron  in  Exercise 

Large  amounts  of  energy  are  used  during  strenuous 
muscular  exercise.  Aerobic  metabolism  (use  of  oxygen) 
contributes  significantly  to  the  energy  production 
required  in  most  physical  activities,  particularly  endu- 
rance exercise.  Thus,  oxygen  supply  to  working  muscles 
and  oxygen  utilization  by  muscles  are  important  in 
performance  of  long-term  submaximal  exercise.  Iron 
plays  a role  in  both  oxygen  transport  to  muscles  (circu- 
lation) and  oxygen  utilization  within  muscles  (aerobic 
metabolism). 

Almost  all  (98%0  of  the  oxygen  transported  in  blood  is 
carried  by  hemoglobin  (Hgb)  in  red  blood  cells  (RBC). 
Within  muscles,  iron-containing  myoglobin  helps  trans- 
port oxygen  across  the  cell  to  mitochondria.  It  is  here  that 
most  of  the  adenosine  triphosphate  (ATP),  which 
provides  the  energy  for  muscle  contraction,  is  produced. 
In  the  mitochondria,  other  iron-containing  substances 
(cytochromes,  enzymes)  are  required  for  aerobic  meta- 
bolic processes  involved  in  energy  production.  Thus,  iron 
status  may  be  important  to  performance  through  effects 
at  either  circulatory  or  metabolic  levels. 

Iron  Balance 

Because  iron  is  important  in  oxygen  transport  and 
utilization,  it  must  be  available  for  formation  of  Hgb  and 
iron-containing  substances  in  muscle  and  other  cells. 


* Contemporary  Nutrition.  Vol.  12,  No.  2.  1987.  Reprinted  with 
permission  from  General  Milts  Inc.,  Minneapolis,  Minnesota. 

** Associate  Professor,  The  University  of  Texas  Medical  Branch, 
Department  of  Preventive  Medicine  and  Community  Health,  One  Shern 
Moody  Plaza.  Galveston.  Texas  77550 


Body  iron  stores  act  as  a reservoir  to  ensure  iron  availa- 
bility. Numerous  factors  may  increase  demands  on  body 
iron  stores.  Among  these  are  growth,  pregnancy,  lacta- 
tion and  blood  loss.  Men  typically  have  over  twice  as 
much  stored  iron  as  women.  Many  women  (20%-30%) 
have  scant  or  no  iron  stores^  as  a combined  result  of  low 
iron  (caloric)  intake  and  high  iron  losses  from  mens- 
truation. 

Maintenance  of  iron  stores  and  availability  of  iron 
depends  on  the  balance  between  dietary  iron  absorption 
and  iron  losses.  Individuals  with  limited  iron  reserves, 
mainly  women,  are  in  precarious  iron  balance  and  at  risk 
when  iron  intake  diminishes  (as  in  dieting)  or  when 
normal  iron  losses  are  increased. 

• Iron  Intake  and  Absorption 

Iron  intake  varies  with  the  number  of  calories  ingested 
(about  6 mg  iron/ 1000  kcal)^’  ^ and  iron  content  of 
foods  consumed.  Caloric  intakes  of  most  men  allow  them 
to  meet  their  Recommended  Dietary  Allowance  (RDA) 
of  10  mg  iron/day.^  However,  women  who  take  in  fewer 
than  3000  kcal/day  may  have  difficulty  meeting  their 
higher  RDA  of  18  mg  iron/day.® 

While  many  athletes  have  higher  than  average  caloric 
(and  iron)  intakes  to  balance  energy  expenditure,  some 
limit  caloric  and/or  iron  intake  to  lose  weight  or  because 
they  avoid  red  meats  and  consume  vegetarian  (non- 
heme) diets.  Caloric  restriction  is  thought  to  be  more 
common  among  female  athletes.  Most  women,  including 
athletes,  consume  insufficient  amounts  of  iron  to  meet 
their  iron  requirements.®’  ® Even  when  mean  iron 
intake  value  for  a group  of  athletes  is  equal  to  or  above 
theorized  iron  requirements, many  individuals  are 
below  the  group  mean  and  in  negative  iron  balance. 

Iron  absorption  is  regulated  primarily  by  amount  of 
iron  stored  and  rate  of  RBC  production.  Absorption  can 
also  vary  with  type  of  food  (heme  or  non-heme  iron) 
consumed  and  can  be  enhanced  or  depressed  by  other 
components  in  the  diet.  Because  iron  stores,  iron  needs 
and  diet  vary  between  individuals,  iron  absorption  also 
varies  (usually  5%-25%).^’ ® Typical  absorption  of  iron 
is  about  10%  of  the  iron  ingested.’’ ® Limited  informa- 
tion on  iron  absorption  and  training  indicates  lower  iron 
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absorption  rates  in  male  and  female  distance  runners 
compared  to  controls.”’  ” 

• Iron  Losses 

Red  blood  cell  breakdown  is  a potential  source  of  iron 
loss.  However,  most  iron  from  daily  RBC  breakdown  is 
recaptured  and  reused.  Iron  losses  (about  1 mg/day  for 
men  and  1.5  mg/day  for  women)^  normally  occur  in 
sweat,  feces  and  urine.  Additional  iron  losses  of  women 
(0.5  mg/day)  because  of  menstruation  vary  considerably. 

Sweat  is  normally  considered  a negligible  route  of  iron 
loss.  However,  profuse  sweating  may  result  in  0.4- 1 .0  mg 
iron  lost  per  day.”  Thus,  iron  loss  in  sweat  during 
strenous  training  may  considerably  increase  total  iron 
loss.”’  ” 

There  is  also  evidence  of  enhanced  RBC  breakdown 
with  some  types  of  training  (mainly  runnnig  and 
marching).”  Since  much  of  the  iron  from  RBC  break- 
down is  recycled,  however,  it  is  difficult  to  assess  the 
importance  of  increased  RBC  breakdown  on  iron  loss. 

Recently,  Nickerson,  et  al,^  calculated  iron  losses  of 
2.7  mg  iron/day  for  eight  young  women  runners.  Ehn, 
et  al.”  reported  iron  losses  in  male  distance  runners 
which  were  higher  than  normal  and  the  runners  use  iron 
about  twice  as  fast  as  the  normal  adult  male.  Causes  of 
fast  iron  turnover  are  theorized  to  be  related  to 
increased  RBC  destruction  and/or  increased  loss  of  iron 
in  sweat.  Increased  gastrointestinal  blood  loss  associated 
with  prolonged  strenuous  exercise  has  also  been  observ- 
ed 1 7,  18,  19,  20  Large  ¡ron  losses  from  various  sources 
could  ultimately  affect  iron  status  and  nutritional  iron 
requirements. 

Influence  of  Training  on  Iron  Status 

• Red  Cell  Iron 

The  term  “sports  anemia”^'  has  been  used  to  describe 
both  (1)  decreases  in  RBC  count,  hematocrit  (Hct)  and 
Hgb  concentration  observed  in  training  studies  and 
(2)  low-normal  (or  suboptimal)  values  of  these  hemato- 
logical indices  in  descriptive  studies  of  athletes.”’ 
“Sports  anemia”  is  not  clinical  anemia  because  the 
hematological  values  are  within  normal  ranges  and 
decreases  with  training  are  relatively  small.  Furthermore, 
the  RBCs  tend  to  be  of  normal  size  (normocytic)  and 
contain  the  normal  amount  of  Hgb  (normochromic) — 
conditions  not  seen  in  iron-deficiency  anemia. 

Evidence  regarding  training  effects  on  Hgb  concentra- 
tion and  RBCs  in  humans  is  contradictory.  Some  studies 
have  shown  no  changes  in  Hgb  or  RBCs  when  pre-and 
post-training  samples  were  compared,  whereas  others 
have  shown  decreases  with  training,  especially  when  large 
or  sudden  increases  in  training  intensity  or  duration 
occur.”’  Such  decreases  in  hematological  variables 
appear  to  be  transient  with  Hgb  concentration  and  RBCs 
returning  to  initial  levels  later  in  training.”  Distance 
running  is  most  often  studied  in  relation  to  RBCs,  Hct 
and  Hgb  concentration  and  is  one  activity  in  which  most 
changes  are  observed. 

Although  most  RBC  values  reported  for  a variety  of 
althletes  fall  well  within  normal  ranges,  some  studies 


reported  lower  Hgb  and  Hct  values  in  athletes, especially 
female  athletes,  compared  to  less  active  popula- 
tions.”’ ”’  Endurance  athletes,  mainly  runners, 

have  a higher  prevalence  of  low-normal  hematological 
values  than  other  athletes.”’  ”’  Because  oxygen- 
carrying capacity  is  reduced  when  Hgb  is  low,these  low- 
normal  rane  Hgb  values  are  considered  “suboptimal”  for 
peak  performance  is  some  activities.^^ 

Explanations  for  low-normal  hematological  values  or 
decreases  with  training  include  (1)  increased  plasma 
volume  (hemodilution),  (2)  increased  RBC  destruction, 
and  (3)  decreased  RBC  production.”  Although  larger 
than  normal  blood  volumes  which  could  produce  hemo- 
dilution have  sometimes  been  reported  for  endurance- 
trained  individuals,  increase  in  plasma  volume  with 
training  is  not  a universal  finding. Also,  plasma  volume 
increase  can  not  completely  account  for  the  amount  of 
change  in  many  blood  variables  noted  with  training  or 
the  fact  that  concentrations  of  some  variables  increase 
while  others  decrease.  There  is  evidence  of  increased  RBC 
destruction  with  training  which  may  be  due  to  physical 
trauma,  rapid  circulation,  mechanical  compression, 
elevated  body  temperature,  or  changes  in  blood 
chemistry,  (acidity,  catecholamines,  metabolites).”’  ” It 
is  suggested  that  “sports  anemia”  is  a normal  physiolo- 
gical adaptation  induced  by  the  low  partial  pressures  of 
blood  oxygen  during  strenuous  exercise  resulting  in 
increased  2,  3-diphosphoglycerate  (2.3-DPG),  decreased 
erythropoietin,  decreased  RBC  production  and,  ultima- 
tely, setting  of  Hgb  and  Hct  at  a lower  level.^^ 

• Iron  Transport 

Data  on  effects  of  training  on  iron  transport  variables 
(serum  iron  [SeFe],  total  iron-binding  capacity  [TIBC] 
and  percent  transferrin  saturation  [%  Sat])  are  contro- 
versial and  inconclusive  because  SeFe  and  TIBC  are 
influenced  by  several  factors  including  infections  and 
diurnal  variation.  Low  % Sat  values  (below  20%)  are 
found  more  often  in  athletes  (especially  female  athletes) 
compared  to  the  normal  population.”’  Implications  of 
a low  % Sat  value  for  performance  in  sport  are  not  clear. 
In  reviewing  animal  data,  Dallman  suggested  that 
“impaired  transport  of  iron  by  transferrin  can  restrict 
production  of  some  heme  proteins  in  skeletal  muscle  to 
proportionally  similar  degree  as  Hgb.^^  Impaired  iron 
transport,  therefore,  could  have  a negative  effect  on 
oxygen  utilization  in  tissues  as  well  as  oxygen-carrying 
capacity. 

Iron  Stores 

Measures  of  ferritin,  free  erythrocyte  porphyrin  and 
bone  marrow  biopsies  provide  information  about  iron 
store.  Several  studies  indicate  low  iron  stores  occur  more 
among  athletes,  particularly  endurance  athletes,  than  in 
the  average  population. Iron  cost 
associated  with  training  would  increase  iron  withdrawal 
and  diminish  iron  stores.  Reduction  of  iron  stores  during 
training  has  been  observed  in  some  athletes.*’  ” 

Implications  for  Performance 

A negative  iron  balance  from  combinations  of 
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increased  iron  need,  low  iron  intake,  and  low  iron  stores 
could  ultimately  lead  to  iron  deficiency.  Iron  deficiency 
can  result  in  decreases  in  Hgb  level  and  consequently 
oxygen-carrying  capacity  of  blood,  e.g.,  a decrease  in 
Hgb  level  from  15  g/dl  to  14  g/dl  can  decrease  oxygen- 
carrying  capacity  from  20.1  to  18.8  cc  of  oxygen  per 
100  ml  blood.  The  effects  of  small  decreases  in  Hgb  and 
oxygen-carrying  capacity  on  aerobic  performance  are  not 
well  documented  because  of  compensatory  mechanisms 
which  occur  to  increase  oxygen  delivery  to  tissues 
(increase  in  cardiac  output)  and  enhance  oxygen  extra- 
tion  at  the  tissue  level  (increased  2,  3 DPG). 

There  is  apparently  no  correlation  between  perfor- 
mance and  Hgb  concentration  in  homogenous  groups  of 
athletes  in  the  same  sport.'*’  Nevertheless,  small 
decreases  in  oxygen-carrying  capacity  could  affect 
performance  in  some  activities.  Also,  the  usual  response 
to  a reduced  Hgb  concentration  is  enhanced  eythropoietic 
activity  to  increase  RBC  production.  This  can  increase 
withdrawal  of  iron  from  storage  and  exacerbate  an  iron- 
deficiency  condition. 

Even  without  a reduction  in  oxygen-carrying  capacity, 
iron  deficiency  could  negatively  affect  performance 
through  factors  associated  with  metabolism,  i.e.,  through 
effects  at  the  tissue  level.  In  animal  studies,  iron 
deficiency  diminished  concentrations  of  myoglobin  and 
cytochromes  which  are  involved  in  aerobic  metabolism.^' 
When  Hgb  concentrations  and  oxygen-carrying  capacities 
of  iron -deficient  rats  were  returned  to  near  normal  by  red 
cell  infusion,  treadmill  endurance  was  still  significantly 
impaired  and  post-exercise  lactic  acid  levels  were 
elevated.’^  Thus,  correcting  oxygen-carrying  capacity  but 
not  iron  deficiency  did  not  improve  tissue  aerobic  meta- 
bolism. Iron  therapy  of  borderline  iron-deficient  women 
resulted  in  lower  maximal  lactic  acid  production  but  no 
increase  in  maximal  oxygen  consumption.”  This  suggests 
that  correcting  iron  deficiency  improves  muscle  aerobic 
metabolism. 

According  to  Dallman,^*  diminished  oxygen-carrying 
capacity  and  iron  deficiency  have  separate  effects  on 
physical  performance:  oxygen-carrying  capacity  affects 
peak  work  loads  attained  in  short  intense  exercise 
(maximal  aerobic  power  and  work  capacity),  whereas 
muscle  oxygen  utilization  is  particularly  critical  for 
submaximal  exercise  for  prolonged  periods  of  time 
(endurance). 

Conclusion 

Adequate  iron  intake  is  particularly  important  for 
individuals  who  train  strenuously  and  also  have  relatively 
low  iron  intakes  or  are  in  precarious  iron  balance. 
Recreational  or  competitive  athletes  should  monitor 
dietary  intakes,  iron-related  blood  variables  and  training 
to  evaluate  need  for  training  modifications  and/or  iron 
supplementation.  Although  iron  supplementation  does 
not  improve  performance  in  iron-replete  individuals,'*  it 
may  be  valuable  in  helping  maintain  iron  balance  during 
training.’’  ” 

Further  research  is  needed  to  help  identify  prevalence 
of  iron  deficiency  in  a variety  of  training  populations,  to 
clarify  their  iron  requirements  and  determine  appropriate 


interventions  for  risk-prone  individuals.  Focus  on  iron 
intake,  absorption,  losses  and  stores  with  training  will 
help  explain  the  relationship  between  training  and  iron 
nutriture. 
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To  showyou  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  tried... 


M 


60,073 patients  (90%)  who  started  on 
INDERAL  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  reailly. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 


may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 
36%  were  controlled  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 


For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 


ONCE-DAILY 


H UNUb-UAILY  M 

INDERAL  LA 


LONG  ACTING 
CAPSULES 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

'After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 


The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR ) 
INOERAL'^  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 
DESCRIPTION.  Inderal  LA  is  lormulated  to  provide  a sustained  release  ol  propranolol 
hydrochloride  Inderal  LA  is  available  as  80  mg,  120  mg.  and  160  mg  capsules 
CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective  bela-adrenergic  receptor  block- 
ing ageni  possessing  no  other  autonomic  nervous  system  activity  It  specilically  competes  with 
beta-adrenergic  receptor  stimulating  agents  lor  available  receptor  sites  When  access  to 
beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  re- 
sponses to  beta  adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (80.  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  hall-lite  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  lor 
the  capsules  are  approximately  60%  to  65%  ot  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  ol  absorption  of  propranolol  Over  a twenty-tour  (24) 
hour  period,  blood  levels  are  fairly  constant  lor  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg  lor  mg  substitute  lor  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitralion  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect.  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses ot  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

The  mechanism  of  the  antihypertensive  effect  of  INDERAL  has  not  been  established  Among 
the  factors  that  may  be  involved  in  contributing  to  the  antihypertensive  action  are  ( 1 ) decreased 
cardiac  output.  (2)  inhibition  of  renin  release  by  ihe  kidneys,  and  (3)  diminution  of  tonic 
sympathetic  nerve  outflow  from  vasomotor  centers  in  the  brain  Although  total  peripheral 
resistance  may  increase  initially,  it  readjusts  to  or  below  the  pretreatment  level  with  chronic  use 
Effects  on  plasma  volume  appear  to  be  minor  and  somewhat  variable  INDERAL  has  been 
shown  to  cause  a small  increase  in  serum  potassium  concentration  when  used  in  the  treatment 
ot  hypertensive  patients 

In  angina  pectoris,  propranolol  generally  reduces  Ihe  oxygen  requirement  of  the  heart  at  any 
given  level  of  effort  by  blocking  the  catecholamine-induced  increases  in  the  heart  rale,  systolic 
blood  pressure,  and  the  velocity  and  extent  of  myocardial  contraction  Propranolol  may  in- 
crease oxygen  requirements  by  increasing  left  ventricular  fiber  length,  end  diastolic  pressure 
and  systolic  ejection  period  The  net  physiologic  effect  of  beta-adrenergic  blockade  is  usually 
advantageous  and  is  manifested  during  exercise  by  delayed  onset  of  pain  and  increased  work 
capacity 

In  dosages  greater  than  required  for  beta  blockade,  INDERAL  also  exerts  a quinidine-like  or 
anesthetic-like  membrane  action  which  affects  the  cardiac  action  potential  The  significance  ol 
the  membrane  action  in  the  treatment  of  arrhythmias  is  uncertain 

The  mechanism  of  the  antimigraine  effect  ot  propranolol  has  not  been  established  Beta- 
adrenergic  receptors  have  been  demonstrated  in  the  pial  vessels  of  the  brain 

Beta  receptor  blockade  can  be  useful  in 
conditions  in  which,  because  of  pathologic  or 
functional  changes,  sympathetic  activity  is  det- 
rimental to  the  patient  But  there  are  also  situa- 
tions in  which  sympathetic  stimulation  is  vital 
For  example,  in  patients  with  severely  dam- 
aged hearts,  adequate  ventricular  function  is 
maintained  by  virtue  of  sympathetic  drive 
which  should  be  preserved  In  the  presence  of 
AV  block,  greater  than  first  degree,  beta  block- 
ade may  prevent  the  necessary  facilitating  ef- 
fect of  sympathetic  activity  on  conduction  Beta 
blockade  results  in  bronchial  constriction  by 
interfering  with  adrenergic  bronchodilator  ac- 
tivity which  should  be  preserved  in  patients 
subject  to  bronchospasm 

Propranolol  is  not  significantly  dialyzable 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  Ihe  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first  degree  block.  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympathetic  stimulation  may  be  a vital  component  sup- 
porting circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta 
blockade  may  precipitate  more  severe  failure  Although  beta  blockers  should  be  avoided  in 
overt  congestive  heart  failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients 
with  a history  of  failure  who  are  well  compensated  and  are  receiving  digitalis  and  diuretics 
Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on  heart 
muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  Ihe  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


ONCE-DAILY 

Inderal  LA 

(PROPRANOLOL  HCI) 


80  mg  120  mg  160  mg 


LONG  ACTING  CAPSULES 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  ot  INDERAL  is  planned  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (e.g.,  chronic  bronchitis,  emphysema)  — PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 


to  major  surgery  is  controversial  It  should  be  noted  however,  that  Ihe  impaired  ability  of  Ihe 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  ot  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  e g . dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta-adrenergic  blockade  may  prevent  the  appearance 
of  certain  premonitory  signs  and  symptoms  (pulse  rate  and  pressure  changes)  of  acute 
hypoglycemia  in  labile  insulin-dependent  diabetes  In  these  patients,  it  may  be  more  difficult  to 
adjust  the  dosage  of  insulin 

THYROTOXICOSIS  Bela  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  does  not  distort  thyroid  function  tests 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol.  Ihe  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 

PRECAUTIONS.  General  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  ot  increased  intraocular  pressure 

Clinical  Laboratory  Tests  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Carcinogenesis.  Mutagenesis,  Impairment  of  Fertility  Long-term  studies  in  animals  have 
been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18-month  studies  in 
both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  signifi- 
cant drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects  at  any  of  the 
dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was 
attributable  to  the  drug 

Pregnancy  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
Nursing  Mothers  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised  when 
INDERAL  IS  administered  to  a nursing  woman 
Pediatric  Use  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  bradycardia,  congestive  heart  fanure,  intensification  of  AV  block,  hypoten- 
sion. paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency  usually  of  the 

Raynaud  type 

Central  Nervous  System  lightheadedness. 
mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reve'sible  mental 
depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations:  an  acute  revers- 
ible syndrome  characterized  by  disorientation 
for  time  and  place,  short-term  memory  loss, 
emotional  lability  slightly  clouded  sensorium, 
and  decreased  performance  on  neuropsycho- 
metrics 

Gastrointestinal,  nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 
Allergic  pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  aching  and  sore  throat,  laryngospasm  and  respiratory 
distress 

Respiratory  bronchospasm 

Hematologic  agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  re- 
ported 

Miscellaneous  alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
tablets  to  INDERAL  LA  capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg  for  mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  1 20  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily  dosage  should  be  gradually  increased  at  three  to  seven  day  intervals  until  optimum 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimum  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimum  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximum  dose,  INDERAL  LA  therapy 
should  be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of 
several  weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE— At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
'The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 

REFERENCES: 

1 . INDERAL  LA  National  Compliance  Evaluation  Program  Data  on  file,  Ayerst  Laboratories 

2.  Ravid  M.  Lang  R.  Jutrin  I The  relative  antihypertensive  potency  of  propranolo . oxprenolol. 
atenolol,  and  metoprolol  given  once  daily  Arch  Intern  Med  1985.145  1321-1323 
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CARTAS  AL  EDITOR 


La  salud:  responsabilidad  compartida 

Las  complejidades  de  la  sociedad  contemporánea  fomentan  la  tendencia  a la  comparta  men- 
tación de  los  diversos  aspectos  del  conocimiento  y la  actividad  en  el  área  de  la  salud,  estable- 
ciendo un  sistema  expandido  y,  hasta  cierto  punto,  desintegrado. 

Sin  embargo,  la  salud  personal  y colectiva  de  los  miembros  de  la  sociedad  precisa  de  un  esfuerzo 
integral  y coordinado,  en  el  que  los  diferentes  componentes  del  campo  de  la  salud  compartan 
recursos,  información  y metas  o,  en  una  palabra,  responsabilidad. 

El  concepto  de  la  salud  como  responsabilidad  compartida  implica  la  estrecha  interrelación  y 
colaboración  de  los  centros  docentes,  los  proveedores  de  servicios,  los  intermediarios,  e incluso 
los  pacientes  o consumidores  de  los  servicios  de  salud. 

Si  entendemos  la  salud  como  un  estado  óptimo  de  bienestar  físico,  mental,  emocional  y 
espiritual,  resulta  fácil  comprender  que  el  esfuerzo  de  todos  es  esencial  para  intentar  mantener, 
recuperar  y salvaguardar  la  salud  de  nuestro  pueblo.  Por  lo  tanto,  los  componentes  del  campo 
reconocen  y postulan  que  la  responsabilidad  compartida  es  una  realidad  práctica  ineludible, 
puesto  que  su  implantación  operacional  viabiliza  y permite  ofrecer  un  cuidado  de  salud  adecuado. 

La  docencia 

El  Recinto  de  Ciencias  Médicas  de  la  Universidad  de  Puerto  Rico  es,  como  reza  en  parte  su 
declaración  de  propósitos,  la  unidad  del  sistema  universitario  del  Estado  Libre  Asociado  de 
Puerto  Rico  cuya  misión  primordial  consiste  en  producir  los  recursos  humanos  para  el  equipo  que 
fomenta  y mantiene  las  mejores  condiciones  de  salud  de  la  comunidad  puertorriqueña. 

El  Recinto  es  una  institución  académica  urbana  comprometida  con  la  educación  profesional 
terminal  y continuada  de  sus  estudiantes  y egresados,  así  como  de  todos  los  profesionales  de  la 
salud  residentes  en  Puerto  Rico.  El  Recinto  de  Ciencias  Médicas  es  el  recurso  más  importante  de  la 
Universidad  de  Puerto  Rico  en  el  sector  de  las  ciencias  de  la  salud  y desarrolla  activamente 
funciones  de  docencia,  investigación  y servicio. 

En  su  Vigésimo  Aniversario,  el  Recinto  de  Ciencias  Médicas  reafirma  su  compromiso  con,  y 
reconocimiento  de,  el  papel  fundamental  que  desempeña  en  el  campo  de  la  salud,  y la  responsa- 
bilidad de  coordinar  sus  esfuerzos  con  los  diversos  integrantes  involucrados  en  el  mantenimiento 
de  la  salud  de  nuestro  pueblo. 

Como  primer  centro  docente  en  el  área  de  la  preparación  del  equipo  profesional  de  la  salud,  el 
Recinto  educa  y adiestra  médicos,  dentistas,  enfermeros,  técnicos,  salubristas,  farmacéuticos, 
administradores  y demás  personal  vinculado  al  campo,  además  de  mantenerles  informados  de  los 
últimos  desarrollos  técnicos  y profesionales,  mediante  sus  ofrecimientos  de  educación 
continuada. 

La  prestación  de  servicios  de  salud 

Podemos  identificar  algunas  corrientes  y tendencias  disímiles,  y a veces  encontradas,  en  la 
prestación  de  servicios  de  salud,  a saber: 

1.  servicio  público/empresa  privada; 

2.  concentración  administrativa/decentralización;  y, 

3.  especialización/énfasis  comunitario. 

Sin  necesidad  de  declarar  preferencias  por  algunas  o varias  de  las  antinomias  enumeradas, 
entendemos  que  en  todas  puede  y debe  plasmarse  efectivamente  el  ideal  de  servicio,  condicionado 
por  el  concepto  de  la  responsabilidad  compartida. 

La  prestación  de  servicios  de  salud  deberá  dirigirse  a incorporar  y desarrollar  los  principios  de 
la  integración  interdisciplinaria,  aún  en  las  áreas  más  especializadas,  la  más  alta  eficiencia  admi- 
nistrativa, y la  centralidad  del  paciente  como  eje  vital  del  montaje  de  salud. 

En  este  empeño,  todos  los  co-responsables  de  la  salud  — educadores,  prestadores  de  servicios, 
intermediarios  y pacientes — ciframos  la  esperanza  de  dotar  a nuestro  pueblo  con  un  servicio 
óptimo  de  salud. 
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AMERICAN  COLLEGE 

OF  PHYSICIANS 

ACP  ISSUES  GUIDELINES  FOR  USING 
METHOTREXATE  AS  TREATMENT  FOR 
RHEUMATOID  ARTHRITIS 


Recommendations  for  treating  rheumatoid  arthritis 
(RA)  with  methotrexate,  a folic  acid  antagonist  and  anti- 
cancer drug,  have  been  issued  by  the  American  College  of 
Physicians  (ACP),  the  nation’s  largest  medical  specialty 
society. 

Although  not  yet  approved  by  the  U.S.  Food  and  Drug 
administration  (FDA)  for  treating  RA,  methotrexate  has 
become  the  second  or  third  choice  drug  for  treating  the 
2.1  million  Americans  afflicted  with  definite  rheumatoid 
arthritis,  the  most  crippling  form  of  this  disease. 

The  recommendations  — developed  by  ACP’s  Clinical 
Efficacy  Assessment  Project  (CEAP) — are  based  on 
analysis  of  four  placebo-controlled  clinical  trials  docu- 
menting the  short-term  clinical  benefits  of  methotrexate. 
Present  data  suggest  that  a although  true  remission  is 
rare,  patients  can  expect  a partial  reduction  in  the 
number  of  painful,  inflamed  joints  as  well  as  reduction  in 
overall  pain.  Long-term  effects,  including  both  benefits 
and  toxicity,  have  not  been  completely  determined. 

The  CEAP  recommendations  indicate  methotrexate 
(given  orally  or  intramuscularly)  could  be  used  if  both 
first  and  second  line  agents  for  RA  as  well  as  injectable 
gold  and  d-penicillamine  had  been  unsuccessful.  Abso- 
lute and  relative  contraindications  are  listed  in  the 
recommendations,  as  is  a suggested  dosage  and 
monitoring  schedule. 

Through  CEAP,  ACP  evaluates  medical  tests,  proce- 
dures and  therapies,  and  makes  recommendations  for 
their  use  based  on  safety,  efficacy  and  cost. 

Since  1976,  ACP  has  contributed  its  expertise  to  the 
Blue  Cross  and  Blue  Shield  Association’s  Medical 
Necessity  Project,  which  identifies  outmoded  tests  and 
eliminates  reimbursements  for  unnecessary  medical 
procedures.  Responding  to  the  need  for  complete  and 
accurate  technology  assessment  on  a continuing  basis, 
ACP  established  CEAP  in  1981  with  a three-year  gran 
from  the  John  A.  Hartford  Foundation.  Current  project 


contributors  are  the  Allstate  Foundation,  Metropolitan 
Life  Foundation,  and  the  Blue  Cross  and  Blue  Shield 
Association. 


ACP  STATEMENTS  DEFINE  QUALIFICATIONS 

NEEDED  TO  PERFORM  MEDICAL  PROCEDURES 

The  minimum  skills,  education  and  training  needed  by 
physi:ians  to  perform  specific  medical  procedures 
competenfly  — four  each  in  nephrology  and  gastroente- 
rology— have  been  defined  by  American  College  of 
Physicians  (ACP),  the  nation’s  largest  medical  specialty 
society. 

The  guidelines  were  developed  as  part  of  ACP’s 
Clinical  Privileges  Pilot  Project;  ACP  will  expand  the 
project  to  develop  guidelines  on  various  procedures  used 
in  internal  medicine. 

Clinical  privileges,  as  defined  by  the  Joint  Commission 
on  Accreditation  of  Hospitals  (JCAH),  are  “permission 
to  provide  medical  or  other  patient  care  services  in  the 
granting  institution  within  well-devined  limits,  based  on 
professional  license,  experience,  competence,  ability  and 
judgment.” 

ACP  offers  these  guidelines  to  aid  hospital  staff  faced 
with  the  increasingly  difficult  task  of  granting  hospital 
privileges.  With  newer  technologies  available  and 
physicians  seeking  to  incorporate  new  procedures  into 
their  practices,  hospital  staff  need  objective  guidelines  to 
assess  physicians’  competence.  Improved  assessments 
should  ensure  high-quality  medical  care  by  decreasing 
the  incidence  of  negligent  practice  in  hospitals 

Experts  in  nephrology,  gastroenterology  and  general 
internal  medicine  defined  minimal  qualifications  — in 
terms  of  cognitive  and  technical  skills,  experience, 
training  and  patient  outcomes — needed  to  perform  the 
various  procedures.  Recommendations  were  based  on 
expert  consensus  and  data  from  medical  literature  when 
available. 

The  JCAH  and  the  American  Board  of  Internal 
Medicine  were  represented  on  the  steering  committee, 
chaired  by  Dr.  Eugene  A.  Hildreth  of  Reading  (Pa.) 
Hospital  and  Medical  Center;  other  committee  members 
included  both  practicing  general  internists  and  subspe- 
cialists and  those  from  academic  institutions. 

The  nephrology  subcommittee  developed  physician 
qualification  guidelines  for  the  following  procedures: 
renal  biopsy,  acute  hemodialysis,  acute  peritoneal 
dialysis  and  continuous  arteriovenous  hemofiltration. 
Chaired  by  Dr.  Richard  J.  Kahn  of  Tufts  University 
School  of  Medicine  and  Pen  Bay  Medical  Center, 
Rockland,  Maine,  the  subcommittee  also  included  repre- 
sentatives of  American  Society  of  Nephrology  and 
National  Kidney  Foundation. 

The  gastroenterology  subcommittee  developed  guide- 
lines on  the  qualifications  physicians  need  to  perform 
flexible  fiberoptic  sigmoidoscopy,  colonoscopy,  esopha- 
gogastroduodenoscopy  and  endoscopic  retrograde  cho- 
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langiopancreatography  (ERCP).  Dr.  Daniel  S.  Ellis,  of 
Massachusetts  General  Hospital,  headed  the  gastroente- 
rology subcommittee,  which  also  included  representatives 
of  American  College  of  Gastroienterology,  American 
Gastro-enterological  Association,  and  American  Society 
of  Gastrointestinal  Endoscopy. 


AMERICAN  ACADEMY 
OE  PEDIATRICS 


WHERE  WE  STAND:  ISSUES  FOR  A HEALTHIER 
FUTURE  FOR  CHILDREN 


RECENT  DEVELOPMENTS 

AIDS  — The  AAP’s  Committees  on  School  Health 
and  Infectious  Diseases  recommended  that  most  children 
infected  with  the  AIDS  virus  should  be  allowed  to  attend 
school  in  an  unrestricted  manner,  with  the  approval  of 
their  physician.  Instances  that  may  require  a more 
restricted  school  environment  are  cases  in  which  a 
student  lacks  control  of  his  body  secretions,  has  an  open 
skin  sore  that  cannot  be  covered  or  displays  behavior 
such  as  biting.  Mandatory  screening  of  all  children  for 
AIDS  should  not  be  undertaken. 

Contraceptive  advertising  — The  Academy  supports 
and  encourages  responsible  nonprescription  contra- 
ceptive advertising  on  radio  and  television.  “There  is 
evidence  that  increased  (sexual)  knowledge  leads  to 
increased  use  of  contraception  and  decreased  conse- 
quences of  pregnancy  and  infection  in  those  teenagers 
who  are  sexually  active,”  says  the  AAP’s  Committee  on 
Adolescence.  There  is  no  evidence  that  this  information 
leads  to  increased  sexual  activity. 

Corporal  Punishment  — The  AAP  is  opposed  to  the 
use  of  corporal  punishment  in  schools,  although  many 
states  still  have  legislation  allowing  it.  Alternative 
methods  for  teaching  self-control  and  responsible 
behavior  are  recommended. 

Day  care  — Infants  and  children  in  day  care  may  have 
an  increased  opportunity  for  transmission  of  infection. 
Hand  washing  routines  for  staff  and  children  should  be 
established,  and  food-handling  and  diaper-changing 
areas  should  be  separated  from  one  another.  Frequently 
mouthed  objects  should  be  sanitized  to  preven  inadvertent 
transmission  of  infection. 

A child  care  setting  not  only  must  be  safe,  it  should 
promote  a child’s  total  well  being  as  well.  An  individua- 
lized approach  should  be  taken  to  recognize  each  child’s 
level  of  functioning  and  anticipate  emerging  develop- 
mental characteristics.  Advocacy  efforts  are  needed  to 
increase  the  resources  for  public  and  private  scholarship 
aid  to  parents  whose  children  attend  day  care. 

Handgun  control  — The  Academy  strongly  urges 
active  support  of  handgun  control  legislation.  Elimina- 


tion of  these  guns  from  the  environment  of  children  and 
adolescents  would  effectively  reduce  the  injuries  and 
fatalities  they  cause,  especially  suicide  among  young 
people. 

Missing  children  — The  perceived  epidemic  of  missing 
children  may  be  much  smaller  than  the  public  has  been 
led  to  believe.  In  fact,  fingerprinting  and  other  child 
identification  programs  may  scare  children  and  unneces- 
sarily raise  parental  anxiety.  The  AAP  advocates  educat- 
ing parents  and  children  in  preventive  safety  techniques 
and  urges  pediatricians  to  learn  to  detect  stressful  family 
situations  that  may  predispose  children  to  running  away 
or  being  abducted  by  a non-custodial  parent. 

Television  — The  AAP  is  concerned  that  this  medium 
has  not  reached  its  full  potential.  Television  advertising 
and  programming  can  adversely  affect  learning  and 
behavior  of  children  and  adolescent  in  a number  of  signi- 
ficant areas:  promoting  a proclivity  to  violence,  increas- 
ing the  prevalence  of  obesity,  detracting  from  time  spent 
reading  or  using  other  active  learning  skills,  conveying 
unrealistic  messages  regarding  drugs,  alcohol  and 
tobacco,  and  portraying  misleading  sex  roles  and 
unrealistic  sexuality.  The  AAP  supports  legislative 
efforts  to  improve  children’s  programming  content  and 
promote  more  constructive  viewing. 

LEGISLATION 

‘Baby  Doe’  legislation  — The  Supreme  Court  decision 
on  the  treatment  of  critically  ill  infants  is  satisfactory  to 
the  AAP.  The  ruling  upheld  the  Academy’s  position  that 
there  is  no  justification  for  intrusive  federal  intervention 
into  sensitive  treatment  decisions  which  should  be  made 
by  the  parents,  based  on  the  advice  and  reasonable 
medical  judgment  of  their  physicians.  The  AAP  supports 
the  use  and  importance  of  Infant  Bioethics  Committees 
or  Infant  Care  Review  Committees  as  an  effective 
mechanism  to  address  these  difficult  treatment  decisions. 

Child  Health  Incentives  Reform  Plan  — This  Academy- 
sponsored  reform  would  ensure  that  all  children  — not 
just  the  disadvantaged — received  preventive  health  care. 
The  bill  would  require  businesses  to  offer  health  plans 
that  provide  coverage  for  children’s  preventive  health 
services  in  order  to  quality  for  federal  tax  deduction, 
tax  deduction. 

Reye  Syndrome  and  aspirin  labeling  — The  AAP 
supports  the  labeling  of  aspirin,  to  warn  that  aspirin,  if 
given  to  children  or  teenagers  with  the  flu  or  chicken  pox, 
may  increase  the  risk  of  contracting  Reye  Syndrome,  a 
rare  and  often  fatal  disease  of  unknown  cause. 

Vaccine  Injury  Compensation  — Initiated  by  the  AAP, 
this  legislation  would  provide  compensation  to  the 
families  of  children  who  have  suffered  irreparable 
damage  from  any  of  the  mandated  vaccines:  diphtheria, 
tetanus,  pertussis,  measles,  mumps,  polio  or  rubella.  If  a 
parent  can  demonstrate  that  his  or  her  child  suffered  a 
specified  adverse  reaction  within  a specific  period  of  time 
after  receiving  the  vaccine,  fair  compensation  would  be 
awarded  without  regard  to  fault. 

GENERAL 

Alcohol  in  children’s  medicine  — Continued  efforts 
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should  be  made  to  remove  alcohol  from  liquid  medica- 
tions for  children.  Ethanol  or  alcohol  is  present  in  more 
than  700  prescribed  liquid  medications,  many  of  them 
teething  preparations,  decongestants  and  cough  medicine. 
Ethanol  aff^ects  children’s  bodies  more  rapidly  than 
adults’  and  children  are  more  susceptible  to  its  effects 
including  central  nervous  system  impairment,  decreased 
reaction  time,  muscle  incoordination  and  behavioral 
changes. 

Auto  safety  — Infants  and  young  children  should 
always  ride  in  car  safety  seats,  preferably  in  the  back  seat, 
as  it  is  safest.  An  infant  or  child  should  never  in  a parent’s 
arms.  The  AAP’s  legislative  efforts  in  this  area  have  been 
successful  — all  U.S.  states  now  require  that  children  ride 
in  safety  seats.  The  AAP  continues  to  recommend  the  use 
of  seat  belts  in  older  children  in  both  front  and  back  seats 
of  the  car. 

Choking  — The  AAP  recommends  the  Heimlich 
maneuver  for  treatment  of  a choking  child,  except  in 
infants  younger  than  one  year  old.  For  infants  under  one 
year,  the  AAP  says  that  back  blows  and  chest  thrusts  if 
needed  are  still  the  best  treatment  for  choking  to  avoid 
injury  to  the  abdominal  organs. 

Circumcision  — The  AAP  believes  there  is  no  medical 
indication  for  routine  circumcision  of  the  newborn. 
Circumcision,  if  performed,  should  not  be  done  in  the 
delivery  room.  It  may  be  performed  after  the  neonate  has 
undergone  complete  physical  adaptation,  usually  12  to  24 
hours  after  bith. 

CPR  training  — The  Academy  has  called  for  students 
in  the  nation’s  schools  to  receive  cardiopulmonary  resus- 
citation (CPR)  training  during  grades  8-12. 

DTP  vaccine  — The  Academy  believes  that  children 
should  receive  the  DTP  (diphtheria-tetanus-pertussis) 
vaccine  at  two,  four  and  six  months  of  age  with  booster 
does  at  18  months  and  prior  to  school  entry.  Children 
who  contract  pertussis  (whooping  cough)  are  ten  times 
more  vulnerable  to  permanent  brain  damage  than  from 
the  vaccine.  Although  the  developm.ent  of  a better 
vaccine  is  desired,  the  Academy  recommends  the 
continued  use  of  the  present  vaccine  in  the  meantime  to 
ensure  protection  of  the  nation’s  children  against  this 
highly  infectious  disease. 

Common  reaction  from  the  vaccine  include  redness, 
local  swelling  and  a slight  fever.  Less  common  reactions 
include  temperature  of  104.9  F.  or  more,  limpness  or 
paleness,  excessive  sleepiness,  high-pitched  screaming  or 
crying  for  three  or  more  hours,  or  convulsions,  and 
require  immediate  medical  attention.  Infants  and 
children  with  a history  of  convulsions  or  seizures  or  those 
with  certain  neurologic  disorders  may  need  to  have  the 
DTP  vaccine  deferred. 

Eye  examination  — An  eye  exam  checking  for  muscle 
imbalance  and  eye  defects  that  result  in  visual  deficiencies 
in  essential  during  the  first  six  months  of  life,  and  regular 
vision  screening  should  begin  in  the  preschool  years.  By 
age  five,  children  should  be  ablet  to  read  the  20/40  line  on 
the  Snellen  “E”  chart. 

Retroreflective  materials  — Children  are  at  increased 
risk  for  injury  as  cyclists  or  pedestrians  at  dusk  and  after 
dark.  The  use  of  retroreflective  materials  on  clothing, 
backpacks,  bicycle  helmets,  etc.,  can  reduce  this  risk  by 


increasing  the  visibility  to  drivers.  With  retroreflective 
materials  on  dark  clothing,  the  distance  a pedestrian  can 
be  seen  by  drivers  increases  by  as  much  as  175  feet  to  760 
feet. 

Seat  belts  on  school  buses  — The  AAP  recommends 
that  seat  belts  should  be  installed  on  all  newly-manufac- 
tured school  buses,  regardless  of  their  size  and  the 
number  of  pupils  transported.  Seat  backs  should  be 
elevated  to  28  inches,  four  inches  above  the  height  now 
mandated  by  federal  regulations.  Bus  driver  training 
should  be  mandatory  in  all  school  districts. 

Smoking  — During  pregnancy:  Many  studies  have 
now  shown  that  if  a woman  smokes  during  pregnancy, 
the  birth  weigth  and  growth  during  the  first  year  of  her 
child’s  life  is  reduced.  The  range  of  indisputable  effects 
runs  from  depressed  breathing  movements  during  fetal 
life  to  cancer,  respiratory  disorders  and  heart  disease  in 
later  years.  The  AAP’s  message  is  clear  — don’t  smoke 
when  pregnant. 

Passive  smoking:  Children  of  parents  who  smoke  have 
more  respiratory  infections,  bronchitis,  pneumonia  and 
reduced  pulmonary  function  than  children  of  non- 
smokers.  The  AAP  supports  legislation  that  would 
prohibit  smoking  in  public  places  frequented  by  children. 
The  AAP  also  supports  a complete  ban  on  tobacco 
advertising,  harsher  warning  labels  on  cigarette  packages, 
and  increasing  the  cigarette  excise  tax. 

Smokeless  tobacco:  The  AAP’s  Committee  on  Environ- 
mental Hazards  worked  to  help  pass  recent  legislation 
that  bans  radio  and  TV  advertising  of  all  smokeless 
tobacco  products  and  mandates  warning  labels  on 
packages.  The  AAP  also  urges  banning  the  product  as  a 
free  giveaway  at  events  attended  by  youth. 

NUTRITION 

Breast  feeding  — The  benefits  of  breast  feeding  are  so 
numerous  that  pediatricians  strongly  encourage  the 
practice.  Human  milk  is  nutritionally  superior  to 
formulas  for  the  content  of  fats,  cholesterol,  protein  and 
iron. 

Diet  — The  AAP’s  Committee  on  Nutrition  contends 
that  there  is  no  compelling  new  evidence  to  make  recom- 
mendations concerning  modification  of  the  diet  during 
the  first  two  decades  of  life,  without  first  assessing  effects 
on  growth  and  development.  Diets  that  avoid  extremes 
are  safe  for  children  with  no  special  vulnerability. 
Current  trends  toward  a decreased  consumption  of 
saturated  fats,  cholesterol  and  salt  and  increased  intake 
of  polyunsaturated  fa.s  should  be  followed  with 
moderation. 

Fast  food  — To  make  a fast  food  meal  more  nutritio- 
nal and  lower  in  calories,  the  AAP’s  Committee  on 
Nutrition  recommends  replacing  soft  drinks  and  shakes 
with  milk  or  fruit  juice,  sharing  French  fries  and 
removing  part  or  all  of  a bun.  By  watching  nutritional 
quality  of  the  meal,  selection  of  menu  items  and  the 
frequency  of  these  meals,  fast  food  can  be  part  of  a 
nutritional  diet. 

Formulas  — When  breast  feeding  is  unsuccessful, 
inappropriated  or  stopped  early,  infant  formulas  provide 
the  best  alternative  for  meeting  nutritional  needs  of 
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I infants.  Dietary  fat  should  not  be  restricted  in  this  age 
group.  Whole  cow’s  milk  also  may  be  used  after  six 
months  if  adequate  supplementary  feedings  are  given. 
Supplemental  foods  are  recommended  beginning  at  four 
to  six  months  of  age. 

Raw  milk  — The  risks  of  serious  disease  outweigh  the 
alleged  potential  benefits  of  raw  (even  though  certified) 
milk  as  compared  to  pasteurized  milk.  The  A AP  endorses 
pasteurized  milk  when-ever  the  milk  is  used  for  infants 
and  children. 

Vitamins  — Normal,  healthy  children  receiving  a 
normal  diet  do  not  need  vitamin  supplementation  over 
and  above  the  recommended  dietary  allowances. 

SPORTS  AND  RECREATION 

Boxing  — The  AAP  opposes  boxing  in  any  sports 
program  for  children  and  young  adults.  Amateur  boxing 
is  potentially  harmful  — recent  studies  using  computer 
tomography  (CT)  scanning  have  revealed  brain  injury  in 
young  boxers  that  previously  had  been  missed  by  EEG, 
neurologic  testing  and  other  standard  prefight  medical 
exam  procedures.  Ironically,  protective  headgear  may 
actually  increase  brain  injuries. 

All-terrain  vehicles  (ATVs)  — The  AAP  encourages  a 
recall  of  three-wheeled  all-terrain  vehicles  (ATVs) 
presently  in  use,  and  a ban  on  future  production,  until 
acceptable  safety  standards  can  be  mandated  to  deal  with 
the  hazard  these  vehicles  present.  The  AAP  also  asks 
manufacturers  to  call  for  a voluntary  moratorium  on  the 
sale  of  all  new  ATVs.  Use  of  two,  three  and  four-wheeled 
unlicensed  motorized  vehicles  by  children  less  than  14 
years  of  age  should  be  prohibited. 

Running  — Long  distance  competitive  running  events 
primarily  designed  for  adults  are  not  recommended  for 
children  before  they  have  matured  physically.  Under  no 
circumstance  should  a full  marathon  be  attemped  by 
immature  youth. 

Swimming  — The  AAP  feels  that  there  is  little  justifi- 
cation for  infant  swimming  programs.  It  is  unlikely  that 
f these  infants  can  be  made  “water  safe”  — in  fact,  parents 
can  develop  a false  sense  of  security  if  they  think  their 
infnat  can  “swim”  a few  strokes.  Organized  group 
swimming  should  be  reserved  for  children  more  than 
i there  years  of  age. 

I Weight  lifting/ training  — Weight  lifting  is  a competi- 
tive sport  with  a high  injury  rate  that  should  not  be  prac- 
ticed by  the  preadolescent.  Weight  training,  which 
I employs  no  free  weights,  has  a lower  potential  of  injury 
and  is  reasonably  safe  for  youths. 


TREATMENT  OF  CRITICALLY  ILL  INFANTS  IS 
A COLLABORATIVE  DECISION 


Hospitals  that  treat  seriously  ill  newborns  are  increa- 
singly relying  on  ethics  committees  to  advise  on  the 
treatment  of  these  sick  babies.  These  institutions  have 
established  procedures  to  assist  primary  physicians  and 
parents  in  making  complex  decisions  regarding  treatment 
of  seriously  disabled  infants. 


According  to  a study  reported  in  the  May  issue  of  AAP 
News,  the  newspaper  of  the  American  Academy  of 
Pediatrics  (AAP),  there  has  been  a dramatic  increase  in 
the  use  of  these  committees  compared  to  five  years  ago. 
The  AAP  study  said  that  80  percent  of  the  hospitals 
surveyed  provide  advisory  or  consultative  services  to  the 
primary  physician  and  parents  or  referral  to  a tertiary 
care  center. 

The  survey,  a joint  effort  between  the  University  of 
Connecticut  Medical  School  and  the  AAP,  represents  a 
database  of  these  critical  care  decisions  since  the 
implementation  of  “Model  Guidelines  for  Infant  Care 
Review  Committees  (ICRC),”  published  by  the  Depart- 
ment of  Health  and  Human  Services  (DHHS)  in  1985. 

A study,  from  the  President’s  Commission  on  Ethical 
Issues  in  Medicine,  showed  that  less  than  one  percent  of 
hospital  had  such  committees  in  1983. 

“It  is  important  to  remember  that  compliance  with  the 
1985  Model  Federal  Guidelines  was  voluntary,”  said 
Norman  Post,  M.D.,  M.P.H.,  chairman  of  the  AAP’s 
Committee  on  Bioethics.  Nevertheless,  he  continued, 
more  than  half  the  hospitals  surveyed  have  attempted  to 
respond  to  them  since  the  guidelines  were  published. 

The  two-year  study,  funded  by  the  National  Institute 
for  Disability  and  Rehabilitation  Research,  United  States 
Department  of  Education,  focused  on  870  hospitals  with 
1,500  or  more  annual  births  or  with  a neonatal  intensive 
care  unit  (NICU),  and  was  designed  to  determine  the 
extent  to  which  ICRCs  are  involved  in  critical  care 
decisions;  74  percent  responded. 

The  findings  indicate; 

• the  majority  of  hospitals,  52  percent,  had  appointed 
official  ICRCs  to  address  ethical  questions  surround- 
ing the  care  of  seriously  ill  infants 

• 8 percent  of  hospitals  with  no  committee  are  in  the 
process  of  forming  one 

• more  than  20  percent  of  the  hospitals  without  ICRCs 
rely  on  collaborative  decision-making,  either  refer- 
ring cases  tp  tertiary  care  centers,  or  using  an 
informal  committee  or  other  multi-disciplinary 
review  process 

• hospitals  are  more  likely  to  rely  on  ICRCs  when  they 
also  have  high-technology  and  patient-oriented 
services  like  NICUS,  genetic  counseling,  organ  trans- 
plant units  and  premature  nurseries. 

According  to  Dr.  Post,  the  structure  and  function  of 
ICRCs  are  generally  similar  to  recommendations 
formulated  by  the  AAP  Task  Force  on  Bioethics  in  1984 
and  to  the  Model  Guidelines  published  by  DHHS  in 
1985.  ICRS  vary  in  their  composition,  but  usually  include 
a pediatrician,  nurse,  and  representatives  from  the 
hospital’s  administration,  and  may  include  members  of 
the  clergy,  ethicists,  lawyers  or  individuals  representing 
disability  organizations. 

MANY  ADOLESCENTS  STILL  MISINFORMED 
ABOUT  AIDS 

Results  of  a recent  survey  of  adolescents  in  Massachusetts 
indicate  that  many  teenagers  are  still  misinformed  or 


314 


Medical  Specialties  News 


Voi  79  Num.  7 


confused  about  AIDS  and  transmission  of  the  disease. 

Although  almost  all  had  heard  of  AIDS  (96  percent) 
and  were  aware  that  AIDS  can  be  transmitted  from 
sexual  intercourse  between  two  men  (98  percent),  a 
substantial  minority  of  the  adolescents  did  not  know 
what  sexual  and  drug  precautions  are  necessary  to  avoid 
transmission  of  the  virus. 

Published  in  the  May  issue  of  Pediatrics,  the  journal  of 
the  American  Academy  of  Pediatrics  (AAP),  this 
random-sample  anonymous  telephone  survey  of  860  16 
to  19-year  olds  in  Massachusetts  (statewide)  asked  the 
teenagers;  how  is  AIDS  transmitted?  What  groups  are  at 
high  risk?  How  does  one  avoid  exposure?  And,  how  does 
one  act  appropriately  with  people  who  have  AIDS? 

The  researchers,  from  the  School  of  Public  Health, 
Boston  University  School  of  Medicine,  urged  education 
of  the  teenage  population  through  school  systems  and 
health  care  providers.  “More  than  half  (60  percent) 
reported  that  giving  blood  is  a means  of  transmission,” 
the  study  said.  Eight  percent  were  not  aware  that  AIDS 
could  be  transmitted  by  sexual  intercourse  between  a 
man  and  a woman. 

Seventy  percent  of  the  adolescent  said  they  were 
sexually  active,  but  only  15  percent  of  them  reported 
changing  their  sexual  behavior  because  of  concern  about 
contracting  AIDS.  Only  20  percent  of  those  who  changed 
their  behavior  used  effective  methods. 

Intravenous  drug  use  was  reported  by  one  percent  of 
the  adolescents  (nine).  Two  teenagers  said  they  are 
injecting  “less  drugs”  or  are  “not  taking  AIDS  drugs,” 
indicating  they  are  still  at  risk,  the  researchers  said. 

When  compared  with  the  results  of  a similar  1985 
survey  of  1,326  adolescents  in  San  Francisco,  the 
Massachusetts  teenagers  were  more  informed  about 
AIDS.  In  1985,  25  percent  of  the  San  Francisco  teenagers 
believed  or  did  not  know  whether  shaking  hands  was  a 
means  of  AIDS  transmission.  In  1986,  it  was  seven 
percent  among  the  Massachusetts  teenagers. 

However,  the  adolescents  in  1986  were  less  concerned 
about  contracting  AtOS.  Fifty-four  percent  said  they 
were  not  worried  about  getting  the  disease,  compared 
with  34  percent  in  1985.  Nearly  one-quarter  of  the 
Massachusetts  adolescents  (23  percent)  believed  that 
someone  with  AIDS  should  not  be  allowed  to  go  to 
school. 

REYE’S  SYNDROME:  STILL  A THREAT 
TO  CHILDREN 


Although  the  incidence  of  Reye’s  Syndrome  seems  to 
be  declining,  the  rare  but  sometimes  fatal  illness  is  still  a 
significant  medical  threat  to  children. 

“One  possible  explanation  of  this  decrease  is  greater 
public  awareness  of  the  potential  link  between  aspirin 
and  Reye’s  Syndrome,”  says  Doris  Trauner,  M.D. 
However,  she  believes  the  illness  is  more  common  than 
we  think. 

Speaking  today  at  the  American  Academy  of  Pediatrics’ 
(AAP)  Spring  Session,  Dr.  Trauner,  associate  professor 
and  chief.  Division  of  Pediatric  Neurology,  University  of 


California,  San  Diego,  says  Reye’s  Syndrome  is 
underreported  and  mild  cases  are  often  overlooked. 

“The  incidence  is  clearly  much  higher  in  certain  areas,” 
she  says.  “For  example,  there  are  three  to  ten  cases  in  San 
Diego  and  60  to  70  cases  in  Ohio  every  year.” 

Researchers  do  not  know  exactly  what  causes  Reye’s 
Syndrome.  And,  according  to  Dr.  Trauner,  there’s  no 
solid  evidence  that  aspirin  is  the  only  culprit.  “Reye’s 
Syndrome  is  a combination  of  a virus  infection  and 
exposure  to  something  in  the  environment  such  as  aspirin 
or  insecticides,”  she  explains. 

Dr.  Trauner  believes  aspirin  may  somehow  bring  out 
the  disease  in  someone  who  is  already  prone  to  have  it. 
Recent  studies  have  suggested  a link  between  Reye’s  Syn- 
drome and  the  use  of  aspirin  for  certain  viral  infections. 

Reye’s  Syndrome  can  affect  people  of  all  ages  and  is 
most  often  associated  with  influenza  virus  infections  and 
chicken  pox.  Currently,  there  are  approximately  three  to 
six  reported  cases  of  Reye’s  Syndrome  per  one  million 
children  a year.  However,  warns  Dr.  Trauner,  parents 
should  not  be  “lulled  into  thinking  that  if  they  don’t  give 
their  children  aspirin,  they  won’t  get  Reye’s  Syndrome. 

“Reye’s  Syndrome  is  still  a major  disease.  If  the 
warning  signs  are  present,  parents  should  certainly  seek 
medical  attention,”  she  says.  Warning  signs  include  con- 
tinuous vomiting,  lethargy,  sleepiness  and  irritability. 

MTV:  IT  ISN’T  JUST  ROCK  ’N  ROLL 

Though  attacks  have  been  leveled  at  rock  music  since 
Elvis  Presley  first  swung  his  hips,  the  advent  of  music 
television  videos  (MTV)  has  created  a new  twist  in 
music’s  influence  over  teenagers. 

According  to  a television  expert  speaking  today  at  the 
American  Academy  of  Pediatrics’  (AAP)  Spring  Session, 
it’s  not  the  music  or  the  lyrics  that  are  so  bad.  And  the 
music  video  industry  is  working  to  improve  its  products. 
“However,  music  videos  magnify  the  effect  of  the  music 
100  times  and  that  can  be  a problem  for  teenagers  who 
gravitate  toward  this  medium,”  says  Victor  Strasburger,  MD, 
a member  of  the  AAP’s  Subcommittee  on  Children  and 
Television. 

Dr.  Strasburger,  a pediatrician  from  Norwich,  VT., 
notes  that  there  is  a difference  between  music  videos  and 
just  plain  rock  music.  “MTV  is  a jazzed-up  version  of 
television,  with  all  the  elements  of  sex  and  violence 
combined  with  singing.  Sometimes  it  becomes  counter- 
productive — like  Madonna’s  ‘Papa  Don’t  Preach.’  Here 
we  sit  in  an  epidemic  of  teen  pregnancy  and  this 
immensely  popular  singer  says  it’s  okay  — even  desirable — 
for  kids  to  have  babies,”  Dr.  Strasburger  says. 

Yet  violent  and  sexually-oriented  videos  are  only  a part 
of  the  learning  experience  for  impressionable  children 
and  teens.  “Adolescents  see,  on  average,  10,000 
references  to  sex  or  violence  on  American  television 
annually,  so  videos  are  only  partly  to  blame.  Current 
studies  show  that  college  students  watch  about  one  hour 
of  music  videos  per  day.  MTV  is  not  end  of  the  world  and 
teens  are  not  going  to  go  out  and  murder  someone  after 
watching  these  videos,  yet  they  don’t  add  a lot  to 
culture,”  Dr.  Strasburger  remarks. 
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To  examine  the  worth  — or  worthlessness — of  music 
videos.  Dr.  Strasburger  cites  a select  group  of  music 
videos  that  exhibit  the  best  and  the  worst  of  the  medium. 
His  list  (with  his  comments)  includes: 

• The  best;  Dire  Straits’  “Money  for  Nothing.”  Good 
example  of  art  without  violence.  “Money  for 
Nothing”  is  a mixture  of  creative  art  and  parody,  and 
is  nicely  staged. 

• Peter  Gabriel’s  “Sledgehammer.”  Very  good  use  of 
imagery  and  extremely  fun  to  watch.  Artisically 
oriented,  much  like  a cartoon.  Not  a sexy  or  violent 
plot  — shows  you  don’t  have  to  tie  up  your  girlfriend 
to  have  fun. 

• Quiet  Riot’s  “Young  and  the  Restless.”  Demonstrates 
a good  use  of  parody  lampooning  establishment 
fears  and  paranoia  of  rock  music. 

• The  worst:  Wendy  O.  Williams’  “Reform  School 
Girl.”  Excessive  violence  that  goes  beyond  bad  taste. 

• David  Lee  Roth’s  “Yankee  Rose”  and  Robert 
Palmer’s  “Addicted  to  Love.”  Both  use  gratuitous 
sex  and  exploit  women  to  sell  their  videos.  Roth 
sticks  it  to  the  audience  and  takes  performance 
videos  to  the  extreme. 

• Fabulous  Thunderbirds’  “Wrap  it  Up.”  Uses  women 
merely  as  sex  objects  in  this  presentation. 

Dr.  Strasburger  continues  that  what  will  help  improve 
MTV  is  not  censorship,  but  producers  applying  good 
taste  to  their  products. 

“I  also  believe  producers  are  becoming  sensitive  to 
this,  so  you  must  give  them  some  credit.  A lot  of  people 
have  been  concerned  about  the  content  of  music  videos. 
In  discussions  I’ve  had  with  producers,  many  have  heard 
this  outcry  and  have  cleaned  up  their  products  somewhat. 
There  are  now  more  performance  videos  and  fewer 
concept  videos,”  he  says,  reminding  the  public  that  it 
often  underestimates  the  power  it  has  to  control  videos. 

Citing  the  need  to  conduct  more  through  research  on 
the  effect  of  music  television  on  adolescents. 
Dr.  Strasburger  points  to  another  important  concern 
about  MTV  — the  advertising  that  plays  between  videos. 

“It  is  ironic  that  some  of  the  most  important  informa- 
tion that  teenagers  need,  such  as  birth  control  education, 
is  not  shown;  instead  MTV  advertising  encourages  teens 
to  buy  things  like  food  and  acne  medicine.  I dare  the 
industry  to  advertise  birth  control  on  MTV,  rather  than 
try  to  turn  teens  into  young  consumers,” 
Dr.  Strasburger  concludes. 
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PHYSICIANS, 
SCHEDULE 
SOME  TIME  FOR 
YOUR  COUNTRY. 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-tO'day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a pan  of 
one  of  the  world  s most  advanced 
medical  teams. 

Discuss  the  oppxsrtunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It's  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you’ll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You’ll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you’ll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country  We’ll  arrange  your  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


PHYSiCIANSJHERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOU'LL  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

T^,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It’s  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a variety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEALLYOUCANBE. 


HERE'S  ONE  DOCTOR 
WHO  WON'T  PAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 

The  Army  covers  his  premiums. 
Since  he's  an  Army  Physician , there  are 
a lot  ofworries  associated  with  private 
practice  that  he  won’t  have  tocontend 
with  Likeexcessive  paperwork,  and  the 
overhead  costs  incurred  in  running  a 
private  practice. 

What  he  will  get  is  a highly  challeng- 
ing, highly  rewardingexperience.  The 
Armyoffers  varied  assignments, 
chances  to  specialize,  or  further  your 
education,  and  to  work  with  a team  of 
dedicated  health  care  professionals. 

Plus  a generous  benefits  package. 

Ifyou’re  interested  in  practicinghigh 
quality  health  care  with  a minimum  of 
administrative  burdens,  examine  Army 
medicine.  Talk  toyour  local  Army 
Medical  Department  Counselorfor 
more  information 
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DOCTORS’  COMPANY  TO  OFFER  LIABILITY 
INSURANCE  IN  WASHINGTON 

The  Washington  state  insurance  commissioner  has 
authorized  The  Doctors’  Co.,  a physician-owned  carrier 
based  in  Santa  Monica,  Calif.,  to  offer  professional 
liability  insurance  to  MDs  in  the  state. 

Implementation  will  follow  the  commissioner’s  appro- 
val of  proposed  rates. 

“We  have  made  a firm  commitment  to  providing  a 
stable  and  long-term  source  of  protection  of  Washington 
doctors,  many  of  whom  have  been  confronted  with  a 
decreasing  availability  of  medical  malpractice  insu- 
rance,” said  Joseph  D.  Sabella,  MD,  president  and  board 
chairman  of  the  company. 

The  company  already  provides  coverage  in  California, 
Montana,  Nevada,  Wyoming,  Colorado,  and  Hawaii. 

According  to  the  firm,  the  company  decided  to  offer 
the  program  in  Washington  after  tort  reform  was  enacted 
there  last  August.  “This  significant  legislation  assures 
responsible  treatment  of  legal  issues  related  to  medical 
malpractice  for  both  the  patient  and  the  physician,” 
Dr.  Sabella  said. 

The  Doctors’  Co.  was  formed  in  1976  and  is  considered 
the  largest  independent,  physician-owned  professional 
liability  insurer  in  the  country,  with  more  than  9,800 
policytholders  in  six  states. 

The  company  reported  $376  million  in  assets  in  late 
1986,  with  policyholder  surplus  of  more  than  $79  million 
and  annual  gross  premiums  of  nearly  $93  million. 

American  Medical  News  • March  6,  1987 

CONTRACEPTIVE  SPONGE  PROTECTS  AGAINST 
CHLAMYDIA,  GONORRHEA;  MAY  BOOST 
CANDIDA  RISK 

The  spermicide-containing  contraceptive  sponge 
appears  to  protect  women  against  the  two  most  common 
sexually  transmitted  disease  organisms  but  may  boost  the 
likelihood  of  vaginal  candida  infection,  a study  in  JAMA 
reports. 


About  2.5  million  women  in  the  US  and  many  more 
around  the  world  use  spermicides  in  the  form  of  vaginal 
jellies,  creams,  foams  and  sponges  as  contraceptives,  says 
the  study  by  Michael  J.  Rosenberg,  MD,  formerly  of 
Family  Health  International,  Inc.,  now  of  the  American 
Social  Health  Association,  both  in  Research  Triangle 
Park,  NC,  and  colleagues.  The  active  ingredient  in  most 
commercially  available  spermicides  is  nonoxynol  9, 
shown  in  laboratory  tests  to  inhibits  a variety  of  sexually 
transmissible  organisms. 

To  study  how  the  nonoxynol  9-impregnated  sponge 
might  affect  common  endocervical  infections,  the 
researchers  studied  about  300  prostitutes  in  Bangkok, 
Thailand — women  at  high  risk  for  contracting  these 
diseases.  The  study  first  compared  infection  rates  among 
women  randomly  assigned  to  use  the  sponge  and  others 
not  using  it.  Women  who  continued  in  the  study  were 
then  switched  to  the  opposite  group  (sponge  users  were 
taken  off  the  sponge,  non-users  began  to  use  it),  and  their 
infection  rates  compared. 

In  the  first  portion  of  the  study,  the  researchers  report, 
women  using  the  sponge  were  33  percent  less  likely  to 
become  infected  with  chlamydia  than  non-users  and 
about  70  percent  less  likely  to  become  infected  with 
gonorrhea  than  those  not  using  the  sponge.  However, 
women  using  the  sponge  were  nearly  three  times  more 
likely  to  become  infected  with  candida,  the  study  says. 
When  women  who  continued  in  the  study  were  crossed 
over  to  the  alternate  group,  and  the  results  of  this  smaller 
second  phase  “were  similar  to  those  of  the  large  parallel 
study,”  the  investigators  report. 

The  increased  risk  of  candida  infection  among  sponge 
users  might  be  explained  by  a greater  bacterial  sensitivity 
to  nonoxynol  9 as  compared  with  fungi,  the  researchers 
report.  “If  this  is  the  case,  our  study  group,  which 
useddth  the  sponges  nearly  continuously  during  the 
study,  may  have  a greater  risk  of  infection  than  women 
who  are  occasional  users,”  they  added. 

The  researchers  say  their  finding  that  the  sponge  offers 
protection  against  chlamydia  is  of  particular  significance, 
since  it  is  “the  most  common  (sexually  transmitted 
disease)  in  the  United  States  and  one  that  takes  a 
considerable  medical  and  economic  toll.” 

“Overall,  these  results  suggest  that  women  using  the 
sponge  are  protected  against  the  two  most  common 
sexually  transmitted  pathogens,  which  are  also  the  ones 
with  the  most  serious  health  consequences,”  the 
researchers  note.  “This  is  particularly  important,  since 
the  main  users  of  spermicides  and  the  contraceptive 
sponge  in  the  United  States  are  young  and  unmarried 
women  at  highest  risk  for  (sexually  transmitted  diseases). 

“Mathematical  models”,  they  conclude,  “suggest  that 
even  modest  increases  in  use  of  spermicidal  preparations 
might  result  in  a substantial  decrease  in  the  number  of 
infections.  Although  this  benefit  must  be  weighed  against 
the  possible  increased  risk  of  candidiasis,  the  increasing 
concern  with  diseases  transmitted  through  sexual  contact 
suggests  the  greater  consideration  be  given  to  spermicides 
for  contraception.” 

JAMA  May  1.  1987 
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CHRONIC  FATIGUE  SYNDROME  CAUSE 
UNCLEAR:  MAY  NOT  BE  EPSTEIN-BARR  VIRUS 
IN  MANY  CASES 


Chronic  Epstein-Bar  virus  (EBV)  infection,  popularly 
blamed  for  a widely  reported  chronic  fatigue  syndrome, 
may  not  cause  the  disorder  in  many  cases,  studies  in 
JAMA  suggests.  What  is  to  blame,  however,  remains 
unclear,  the  researchers  conclude. 

EBV  is  the  cause  of  most  cases  of  infectious  mononu- 
cleosis, and  most  people  have  been  infected  with  it  by 
mid-adulthood.  In  recent  years,  it  has  been  suggested  that 
recurrent  or  persistent  EBV  infection  may  be  the  cause  of 
an  increasingly  reported  syndrome  marked  by  chronic 
fatigue  and  other  symptoms,  such  as  fever,  swollen  lymph 
glands,  aches  and  sore  throat. 

The  JAMA  studies,  from  the  Centers  for  Disease 
Control  (CDC),  Atlanta,  and  Harvard  Medical  School. 
Boston,  note  there  does  appear  to  be  an  identifiable 
syndrome  (or  syndromes),  marked  by  chronic  fatigue  and 
other  symptoms  consistent  with  chronic  active  EBV 
infection.  But  while  it’s  possible  that  EBV  may  play  a 
role,  for  most  patients  complaining  of  this  syndrome, 
serological  evidence  is  suggestive  at  best  and  cannot 
pinpoint  EBV  as  the  cause,  the  Researchers  say.  A 
number  of  other  factors  — including  other  viruses  and 
psychological  causes — may  be  at  play,  they  suggest. 

“The  relationship  of  this  fatigue  syndrome  to  EBV  is 
unclear,”  concludes  the  CDC  study,  conducted  by 
Gary  P.  Holmes,  MD,  and  colleagues.  “Further  studies 
are  needed  to  determine  its  etiology  (cause).” 

“Our  data  offer  no  evidence  that  EBV  is  causally 
related  to  this  syndrome,”  concurs  the  study  by  Dedra 
Buchwald,  MD,  John  L.  Sullivan,  MD,  and  Anthony  L. 
Komaroff,  MD,  of  Brigham  and  Women’s  Hospital  and 
Harvard.  “Indeed,  we  feel  that  among  unselected 
patients  seen  in  a general  medical  practice,  currently 
available  EBV  serological  tests  must  be  interpreted  with 
great  caution.” 

The  CDC  study  looked  at  a cluster  of  134  patients  in 
Nevada  who  underwent  EBV  serological  testing  due  to 
suspected  chronic  EBV  syndrome.  Fifteen  patients  were 
identified  as  having  severe,  persistent  faitgue  of  undeter- 
mined origin  lasting  for  more  than  two  months. 

When  compared  with  the  remaining  1 19  patients  who 
had  less  severe  illness  and  with  30  matched  controls,  the 
study  reports,  the  15  more  fatigued  patients  had  signifi- 
cantly higher  levels  of  antibodies  against  various  EBV 
components  than  the  comparison  groups  — but  also  had 
higher  antibody  levels  for  cytomegalovirus,  herpes 
simplex  and  measles  virus.  In  addition,  it  notes,  “(EBV) 
serology  could  not  reliably  differentiate  individual  case- 
patients  from  the  others,  and  the  reproducibility  of  the 
tests  within  and  among  laboratories  was  poor.” 

“The  recent  research  focus  on  EBV  as  the  etiologic 
agent  of  chronic  fatigue  syndromes  appears  to  have  been 
too  restrictive,”  it  concludes.  “Other  agents  must  be 
considered,  including  both  known  and  as  yet  unidentified 
viruses...  the  currently  popular  descriptive  terms  — chro- 
nic EBV  disease  and  chronic  mononucleosis — are 


inappropriately  specific.  We  propose  a more  generalized 
term  — chronic  mononucleosis-like  syndrome — that  is 
descriptive  of  the  syndrome,  yet  is  open  to  a variety  of 
potential  etiology.” 

The  Harvard  study  says  21  percent  of  500  unselected 
patients  aged  17  to  50  years  seeking  primary  care  for  any 
reason  at  a Brigham  and  Women’s  medical  practice  were 
found  to  be  suffering  from  a chronic  fatigue  syndrome 
“consistent  with  ‘chronic  Epstein-Barr  virus  (EBV) 
infection.’  ” But  while  levels  of  antibodies  to  several 
EBV-specific  antigens  were  higher  in  patients  than  in 
matched  controls,  the  study  finds  “the  differences  gene- 
rally were  not  statistically  significant.” 

There  seems  to  be  little  doubt  that  some  patients  with 
very  high  EBV  antibody  levels  “really  are  suffering  from 
a syndrome  associated  with  reactivation  of  EBV,” 
although  these  do  not  represent  the  bulk  of  reported 
cases,  the  Harvard  researchers  say.  Some  other  cases  may 
be  explained  by  a psychological  diagnosis.  But  for  the 
rest,  they  suggest,  something  else  apparently  is  going  on. 

“The  results  of  this  study  indicate  that  a chronic 
fatigue  syndrome  suggestive  of  a mild  form  of  CEBV 
infection  may  be  surprisingly  common  in  a primary  care 
practice.  However,  our  study  offers  no  proof  that  EBV 
plays  a causal  role  in  the  pathogenesis  of  this  syndrome,” 
the  researchers  conclude.  “Furthermore,  our  study 
emphasizes  the  difficulties  of  diagnosing  this  syndrome 
using  currently  available  serologic  techniques,  at  least 
with  patients  seen  in  a general  medicine  primary  care 
practice.” 

In  an  accompanying  editorial,  Stephen  E.  Straus,  MD, 
of  the  National  Institutes  of  Allergy  and  Infectious 
Diseases,  Bethesda,  MD.,  notes  the  studies  underscore 
the  difficulties  inherent  in  trying  to  address  the  problem. 

“(The)  findings  do  not  refute  a causal  role  for  EBV  in 
the  chronic  fatigue  syndrome,  but  they  do  argue  that 
EBV  does  not  underlie  the  disorder  in  many  instances,” 
he  writes.  “Patients  with  the  most  extreme  abnormalities 
of  EBV  serology...  remain  likely  suspects  for  chronic 
EBV  infection. 

“We  are  left,  then,  to  address  additional  possible  etio- 
logies for  the  syndrome,”  he  says.  “It  no  longer  seems 
appropriate  to  consider  all  patients  with  the  chronic 
fatigue  syndrome  to  be  suffering  from  purely  psychoneu- 
rotic disorders.  On  the  other  hand,  we  are  still  struggling 
toi  provide  an  organic  basis  for  this  condition.  Unfortu- 
nately, the  lack  of  definitive  diagnostic  and  therapeutic 
tools  for  assessing  and  treating  individuals  with  the 
syndrome  leaves  both  patients  and  health  care  providers 
frustrated.” 

JAMA  May  1.  1987 

INCREASING  OBESITY  IN  CHILDREN 

A study  in  May’s  American  Journal  of  Diseases  of 
Children,  AJDC,  reports  a marked  increase  in  the  preva- 
lence of  obesity  in  children  in  the  United  States  over  the 
last  two  decades.  Steven  L.  Gortmaker,  PhD,  of  the 
Harvard  School  of  Public  Health,  and  colleagues 
analyzed  data  from  four  national  surveys,  using  skinfold 
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thickness  as  an  obesity  measure.  Compared  with  data 
from  the  mid  1960s,  data  from  the  late  1970s  show  a 54 
percent  jump  in  the  prevalence  of  obesity  in  children  aged 
6 to  1 1 years  and  a 98  percent  rise  in  what  the  researchers 
call  “superobesity.”  Companing  data  collected  from 
1966  to  1970  with  the  later  survey  shows  a 39  percent 
increase  in  the  prevalence  of  obesity  in  children  12  to  17 
years  and  a 64  percent  jump  in  “superobesity.”  An 
accompanying  editorial  by  Lewis  A.  Bamess,  MD,  of  the 
University  of  South  Florida  Medical  Center,  Tampa, 
questions  the  study’s  use  of  the  terms  “obese”  and 
“superobese”  and  notes  a number  of  factors  must  be 
considered  “before  one  concludes  that  the  increases  in 
skinfold  thickness  are  bad.” 


MORE  GENETIC  EVIDENCE  IN  ALZHEIMER’S 
DISEASE 


i 

I 

I A report  in  May’s  Archives  of  General  Psychiatry  adds 
to  the  evidence  of  a genetic  mechanism  in  the  develop- 
ment of  Alzheimer’s  disease.  Richard  C.  Mohs,  PhD,  of 
the  Veterans  Administration  Medical  Center,  Bronx,. 
NY,  and  Mount  Sinai  School  of  Medicine,  New  York, 
and  colleagues  studied  the  development  of  Alzheimer’s  in 
first-degree  (parents,  siblings  and  offspring)  relatives  of 
50  patients  meeting  diagnostic  criteria  for  the  disease, 
and  in  45  matched  controls.  The  relatives  of  the  patients 
showed  a nearly  50  percent  cumulative  incidence  of 
probable  Alzheimer’s  by  age  86  years  — four  suggest  the 
j operation  of  a relatively  common,  dominant  autosomal 
gene  for  Alzheimer’s  disease,  the  expression  of  which  is 
delayed  until  late  old  age,  but  is  largely  complete  by  90 
years  of  age,”  The  researchers  conclude. 


PROSTHETIC  HEART  VALVE  RUPTURE  AFTER 
HEIMLICH  MANEUVER 


The  Heimlich  maneuver  can  save  people  from  choking 
but  also  can  have  side  effects,  reports  of  which  include 
pharyngeal  abrasion,  esophageal  laceration,  retinal 
detachment  and  fractured  ribs.  A report  in  May’s 
Archives  of  Pathology  and  Laboratory  Medicine  describes 
a new  apparent  complication  — a ruptured  prosthetic 
aortic  valve.  Cary  S.  Passik,  MD,  of  the  Mayo  Clinic, 
Rochester,  Minn.,  and  colleagues  say  the  problem 
involved  a 74-year-old  woman  whose  son  performed  the 
Heimlich  maneuver  on  her  due  to  a choking  episode 
threee  years  after  the  valve  surgery.  The  woman  later 
developed  symptoms  of  aortic  insufficiency  and  need 
further  surgery.  Examination  of  the  original  valve 
revealed  a perforation  and  a tear,  the  report  says, 
presumably  due  to  a jump  in  intrathoracic  pressure  after 
the  Heimlich  maneuver.  “Patients  with  unexplained 
aortic  prosthetic  insufficiency  should  be  questioned  as  to 
whether  the  Heimlich  maneuver  has  been  previously 
performed,”  it  concludes. 


HEAD  TRAUMA  LINK  TO  ALZHEIMER’S  DISEASE 

Repetitive  head  trauma  early  in  life  may  be  involved  in 
an  as-yet  undetermined  way  in  development  of  Alzheimer’s- 
type  dementia,  a letter  in  JAMA  says.  Patrick  Sullivan 
and  colleagues  at  the  University  of  California-San 
Francisco  base  the  suggestion  on  a study  of  17 
Alzheimer’s  patients  and  17  controls.  Six  of  the  patients 
were  found  to  have  a history  of  head  trauma  (repetitive  in 
four  of  the  six),  compared  with  three  controls,  the 
researchers  say.  In  addition,  they  say,  Alzheimer’s  set  in 
at  a younger  average  age  among  the  patients  with  the 
head  trauma  history  than  among  the  controls.  The 
possible  but  still  unexplained  link  between  early  head 
trauma  and  Alzheimer’s  is  of  interest,  but  “given  the 
small  sample  size  and  the  post  hoc  nature  of  this  analysis, 
this  finding  should  be  considered  preliminary,”  the 
researchers  conclude. 

JAMA  May  1,  1987 


WHITE  BLOOD  CELL  COUNT  AS  HEART 
ATTACK,  STROKE  PREDICTOR 


A person’s  white  blood  cell  count  might  help  predict 
the  potential  for  heart  attack  and  stroke,  says  a review 
article  in  JAMA.  Edzard  Ernst,  MD,  of  the  University  of 
Munich,  Germany,  and  colleagues  note  correlations 
between  both  of  these  problems  and  white  blood  cell 
count  are  borne  out  in  epidemiological  studies.  People 
with  white  counts  in  high-normal  range  have  about  four 
times  the  risk  of  acute  myocardial  infarction  (heart 
attack)  as  do  those  with  white  counts  are  in  the  low- 
normal  range,  the  researchers  say.  No  more  than  65 
percent  of  the  excess  risk  of  the  high-count  individuals 
can  be  explained  through  smoking.  A high  white  count 
also  predicts  greater  risk  of  suffering  another  heart 
attack.  “Techniques  newly  developed  or  under  develop- 
ment may  allow  us  to  refine  the  predictive  value  of  the 
(white  count)  by  combining  it  with  measures  of  cell 
activation  and/or  activatability,”  the  researchers  con- 
clude. 

JAMA  May  1,  1987 


BARRIER  CONTRACEPTIVE  USERS  AT 
LOWEST  TUBAL  INFERTILITY  RISK 


Barrier-type  contraceptives,  used  with  a spermicide, 
offer  women  greater  protection  against  tubal  infertility 
than  other  birth  control  methods,  a study  in  JAMA  says. 

Daniel  W.  Cramer,  MD,  ScD,  of  Brigham  and 
Women’s  Hospital  and  Harvard  Medical  School, 
Boston,  and  colleagues,  looked  at  past  contraceptive  use 
in  283  infertile  women  with  a diagnosis  of  tubal  adhesions 
or  occlusion,  and  in  3,833  fertile  women  admitted  for 
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delivery  at  seven  hospitals  over  a two-year  period.  The 
researchers  calculated  the  relative  risk  of  tubal  infertility 
associated  with  useof  barrier-type  or  oral  contraceptives, 
controlling  for  a number  of  variables. 

The  study  found  that  women  who  had  used  a barrier 
contraceptive  (condom,  diaphragm)  and  spermicide  had 
a lower  relative  risk  of  tubal  infertility  overall  than  those 
who  took  birth  control  pills  or  used  an  intrauterine  device 
(lUD).  Women  who  used  a diaphragm  or  condom  and 
spermicide  also  were  at  lower  risk  than  those  who  used  a 
condom  or  spermicide  alone.  Overall,  past  use  of  birth 
control  pills  was  found  to  neither  boost  nor  decrease  risk 
of  tubal  infertility,  but  the  study  found  evidence  that  this 
may  vary  “by  the  amount  of  estrogen  and  type  of 
progestogen  in  the  (pill)  used.” 

Tubal  infertility  is  a potential  long-term  result  of  pelvic 
inflammatory  disease  (PID),  which  can  be  caused  by 
several  sexually  transmissible  organisms.  Previous  studies 
have  found  a higher  risk  of  PID  associated  with  lUD  use 
and  an  apparent  protective  effect  associated  with  barrier 
methods.  Studies  also  show  oral  contraceptives  may 
protect  against  certain  infections  but  promote  others. 

The  new  study,  focusing  on  the  infertility  risk  asso- 
ciated with  past  contraceptive  use,  found  women  who 
had  ever  used  barrier  methods  had  a 40  percent  lower  risk 
of  tubal  infertility  than  those  who  had  not,  while  those 
who  used  a barrier  method  plus  spermicide  had  half  the 
risk  of  those  who  had  not.  Women  who  used  an  lUD  had 
a two-fold  higher  risk  of  tubal  infertility  than  those  who 
had  not. 

Although  oral  contraceptive  use  was  not  associated 
overall  with  either  an  increased  or  decreased  risk  of  infer- 
tility, the  study  says  it  appears  birth  control  pills  with  low 
estrogen  doses  (50  micrograms  or  less)  offered  a slight 
protective  effect  in  some  cases.  Women  who  used  high- 
dose  pills  (75  micrograms  or  more),  however,  had  a 
potentially  higher  risk  for  tubal  infertility — “one  more 
reason  for  women  to  avoid  pills  with  a high  estrogen 
dose,”  the  report  says. 

“Contraceptive  users  who  have  the  clearest  protection 
against  tubal  damage,”  the  study  concludes,  “are  those 
who  use  barrier  methods  that  combine  both  a mechanical 
and  chemical  barrier  including  diaphragms,  cervical 
caps,  and  condoms  plus  spermicides.  We  believe  this 
finding  supports  the  conclusions  of  editorials  and  reviews 
encouraging  the  use  of  barrier  methods  of  contraception 
in  the  prevention  of  sexually  transmitted  diseases  and 
their  (consequences).” 

In  an  accompanying  editorial,  Willard  Cates,  Jr.,  MD, 
MPH,  of  the  Centers  for  Disease  Control,  Atlanta,  notes 
that  infertility  affects  a significant  number  of  American 
couples.  As  of  1984,  he  says,  an  estimated  10  million 
women  of  reproductive  age  had  consulted  physicians  at 
some  time  in  their  lives  about  infertility — approximately 
1.7  million  in  1984  alone. 

Cates  says  the  new  study  supports  the  concept  of 
prevention  in  averting  tubal  damage  and  has  “a  certain 
timeliness”  amid  current  interest  in  condoms  as  a means 
of  reducing  the  transmission  of  human  immunodefi- 
ciency virus  (HIV).  The  data,  he  says,  “underscore  the 
message  that  regular  use  of  condoms  may  not  only  reduce 
the  risk  of  sexuahy  transmitted  viral  infections,  but  also 


protect  against  those  bacterial  infections  that  lead  to  PID 
and  tubal  infertility.  Thus,  the  ultimate  educational 
message  for  those  considering  choices  of  contraception  is 
that  barrier  methods  (ideally  used  with  spermicides)  will 
not  only  prevent  unplanned  pregnancy  in  the  short  run, 
but  also  preserve  desired  fertility  in  the  future.” 

JAMA  May  8.  1987 


MUMPS  VACCINE  EFFECTIVE; 
RECOMMENDED  FOR  SCHOOL  ENTRY 


Mumps  vaccine,  administered  as  a requirement  for 
school  entry,  causes  dramatic  declines  in  the  number  of 
mumps  cases  among  children,  notes  a report  in  JAMA.  A 
study  from  New  Jersey  found  that  students  not  required 
to  be  vaccinated  are  seven  times  more  likely  to  develop 
mumps  than  vaccinated  children. 

Barry  P.  Chaiken,  MD,  MPH,  of  the  Centers  for 
Disease  Control,  Atlanta,  and  colleagues  note  that  in 
New  Jersey,  beginning  in  1987,  mumps  vaccination  was 
required  for  school  entry  of  children  aged  seven  years  and 
younger.  An  outbreak  of  mumps  including  63  students, 
76  percent  from  one  elementary  school,  prompted  the 
study  to  assess  the  efficacy  of  mumps  vaccine. 

Sixth  graders  (who  began  school  before  the  law  took 
effect)  were  nearly  seven  times  more  likely  to  develop 
mumps  than  children  in  grades  K through  5.  Vaccine 
coverage  rates  fell  from  95  percent  in  the  younger  group 
to  68  percent  for  the  sixth  grade,  the  researchers  say. 
“Similarly,  children  in  grades  6 and  above  in  other 
schools  within  the  district  were  almost  ten  times 
(39  percent)  more  likely  to  be  susceptible  than  those  in 
the  lower  grades  (4  percent).”  Vaccine  efficacy  was 
estimated  to  be  91  percent. 

Although  some  students  who  had  received  the  vaccine 
did  get  the  mumps  ( 12  of  13  cases  in  the  fifth  grade),  the 
attack  rate  for  each  grade  was  directly  proportional  to  the 
percentage  of  unvaccinated  students.  The  cost  of  the 
outbreak,  including  clinic  and  emergency  visits,  day  care, 
and  parent  work  days  lost  totaled  $10,937. 

The  researchers  note  that  the  routine  use  of  combined 
measles-mumps-rubella  vaccine  has  had  a beneficial 
effect  on  national  reported  mumps  incidence.  “Peak 
mumps  reporting  occurred  in  1967,  the  year  of  vaccine 
licensure,  with  185,691  cases,”  they  observe,  adding, 
“Cases  in  1983  decreased  by  36  percent  from  1982  (5,270 
cases)  and  by  98  percent  from  1967.”  Only  2,921  cases 
were  reported  nationally  in  1984. 

“Although  mumps  has  never  attained  the  same  noto- 
riety as  measles  or  rubella  in  the  public  or  medical 
community,  mumps  virus  was  the  leading  cause  of  viral 
encephalitis  of  known  etiology  in  this  country  until 
1975,”  the  researchers  say.  Twenty  states  currently  do  not 
require  proof  of  mumps  immunity  for  school  entry. 
“Data  from  1982  indicate  that  the  reported  incidence  rate 
of  mumps  in  those  states  with  any  laws  was  half  that  of 
the  states  without  laws,”  the  report  notes. 

In  a related  article,  F.  Marc  LaForce,  MD,  of  the  Uni- 


320 


AMA  News 


Voi  79  Num.  7 


versity  of  Colorado  School  of  Medicine,  Denver, 
provides  a summary  of  the  indications  for  an  efficacy  of 
commonly  used  vaccines.  “More  vaccines  and  immuno- 
prophylactic  regimes  have  been  deemed  effective  on  the 
basis  of  randomized  controlled  trials,”  LaForce  says, 
“...the  problem  is  mainly  one  of  ensuring  use.” 

He  notes  that  vaccines  for  diptheria,  pertussis,  tetanus, 
poliomyelitis,  measles,  rubella  and  mumps  are  recom- 
mended for  all  infants  or  young  children.  Among  specific 
recommendations:  all  nonpregnant  unimmunized  women 
of  childbearing  age  should  receive  rubella  vaccine;  all 
children  should  receive  a single  dose  of  Hemophilus 
influenzae  Type  b vaccine  at  24  months;  all  adults  should 
be  immunized  with  tetanus  toxoid. 

LaForce  says  the  following  groups  should  receive 
annual  influenza  vaccines:  all  persons  with  chronic  car- 
diopulmonary disorders;  all  persons  bedded  in  chronic 
care  facilities;  all  persons  older  than  65;  and  children  with 
metabolic  diseases,  immunosuppression,  or  renal  dys- 
function. Hepatitis  B vaccine  is  recommended  for  suscep- 
tible persons  in  high-risk  groups,  including  homosexuals, 
intravenous  drug  abusers,  household  contracts  and 
sexual  partners  of  hepatitis  B carriers,  health  care 
workers  with  frequent  exposure  to  blood,  and  infants  of 
mothers  who  are  positive  to  the  hepatitis  B surface 
antigen. 

JAMA  May  8,  1987 

BETTER  CONTROL  OF  TYPE  II  DIABETES? 

Some  patients  with  poorly  controlled  type  II  (non 
insulin-dependent)  diabetes  might  benefit  from  adding 
an  oral  hypoglycemic  agent  to  their  insulin  therapy,  a 
study  in  JAMA  indicates.  David  S.  Schade,  MD,  of  the 
University  of  New  Mexico  School  of  Medicine,  Albu- 
querque, and  colleagues,  conducted  a double-blind  study 
in  which  16  type  II  diabetics  were  randomly  assigned  to 
receive  either  the  hypoglycemic  agent  glyburide  or  a 
placebo  in  addition  to  insulin  for  four  months.  At  that 
time,  the  patients  were  crossed  over  to  the  alternate 
combination  therapy.  Adding  glyburide  to  insulin 
resulted  in  a small,  but  statistically  significant,  improve- 
ment in  basal  glucose  concentration,  although  not  in 
glucose  tolerance.  The  researchers  say  it  makes  sense  to 
consider  such  combination  therapy  for  appropriate 
patients,  although  they  add,  “whether  (the)  small 
improvement  in  glycemia  is  worth  the  additional  cost  of 
(the  drugs)  or  the  risk  of  drug  side  effects  is  not  known.” 

JAMA  May  8,  1987 

POVIDONE-IODINE  INACTIVATE  HIV 

A letter  in  JAMA  says  providone-iodine,  the  base  for  a 
commonly  used  topical  antiseptic  solution  and  surgical 
scrub  (trade  name,  Betadine),  is  highly  effective  in  inac- 
tivating human  immunodeficiency  virus  (HIV).  Paul  D. 
Goldenheim,  MD,  of  the  Purdue  Frederick  Co., 
Norwalk,  Conn.,  maker  of  the  commercial  rinse  and 
scrub  preparations,  bases  the  conclusion  on  an  in  vitro 


study  by  Robert  T.  Schooley,  MD,  of  Massachusetts 
General  Hospital,  Boston,  and  colleagues,  that  was 
supported  by  Purdue  Frederick.  Measuring  residual  HIV 
activity  by  reverse  transcriptase  levels  as  well  as  by 
monitoring  the  cytopathic  effect  produced  in  an  infected 
T-cell  line,  the  study  indicated  “HIV  was  completely 
inactivated  and  could  no  longer  replicate  after  exposure 
to  the  povidoneiodine  preparations  even  at  very  low  con- 
centrations,” Goldenheim  reports. 

JAMA  May  8,  1987 

FIBROMYALGIA  SYNDROME  DEFINED: 

CONSERVATIVE  TREATMENT  PROPOSED 


Fibromyalgia,  a syndrome  including  muscular  aches 
and  pains  (often  in  the  neck  and  shoulders),  disturbed 
sleep,  morning  fatigue  and  stiffness,  has  been  diagnosed 
in  3 to  6 million  patients  in  the  United  States,  notes  a 
report  in  JAMA.  Rheumatologists  claim  that  the  contro- 
versial disorder  is  one  of  their  most  common  diagnoses. 

Don  L.  Goldenberg,  MD,  of  Boston  University  School 
of  Medicine,  says  the  prevalence  of  the  syndrome  is 
probably  greatly  underestimated,  and  that  diagnosis  of 
fibromyalgia  should  be  considered  in  any  patient  with 
chronic,  poorly  defined,  diffuse  musculoskeletal  pain. 
“Most  patients  have  had  their  painful  condition  for 
months  to  years  and  have  had  multiple  medical  evalua- 
tions,” he  reports.  “They  generally  have  been  told  that 
they  have  evidence  of  significant  arthritis  and  have  had 
normal  results  of  laboratory  tests  and  normal  roent- 
genograms (X-rays).” 

Seventy  to  90  percent  of  patients  have  been  women. 
The  mean  age  at  the  time  of  diagnosis  has  ranged  from  34 
to  55  years.  The  gold  standard  for  diagnosis  in  some 
reports  seems  to  be  a minimum  number  of  “tender 
points,”  or  areas  of  the  body  that  cause  pain  when 
pressure  is  exerted.  These  tender  points  are  clustered  in 
regions,  especially  at  the  shoulders  and  knees. 

Goldenberg  says  that  like  low  back  pain,  fibromyalgia 
cannot  be  easily  explained  using  pathophysiologic  terms, 
and  there  is  no  laboratory  or  other  diagnostic  test  for  it. 
Although  the  condition  causes  chronic  pain  and  fatigue  it 
is  not  degenerative  or  deforming  and  has  no  known 
excess  mortality.  Various  studies  have  produced  conflic- 
ting evidence  regarding  possible  psychological  factors. 
After  administering  an  interview  designed  to  detect 
psychiatric  disturbances  to  two  groups  of  patients, 
Goldenberg  found  that  depression  was  the  only  symptom 
that  was  more  common  among  the  patients  with 
fibromyalgia. 

Recommended  treatments  include  heat,  massage, 
sprays  or  injections  of  local  anesthetic  agents,  muscle 
stretching,  biofeedback,  hypnosis,  and  exercise  pro- 
grams. Goldenberg  says  that  for  patients  whose 
symptoms  persist  despite  such  treatment,  amitriptyline 
hydrochloride  or  cyclobenzaprine  hydrochloride  may  be 
used.  Simple  analgesics  or  nonsteroidal  anti-inflam- 
matory drugs  may  also  be  helpful,  and  can  be  used  in 
combination  with  nighttime  tricyclic  medications.. 
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“Unfortunately,  in  the  study  ot  fibromyalgia,  science 
has  often  been  lacking,  and  only  in  the  past  decade  have 
controlled  studies  been  attempted,”  observes  Robert  M. 
Bennett,  MD,  FRCP,  of  Oregon  Health  Sciences 
University,  Portland,  in  an  accompanying  editorial.  “Old 
prejudices  die  hard,  and  many  physicians,  unaware  of 
newer  findings,  still  regard  a dignosis  of  fibromyalgia  as 
tantamount  to  psychogenic  rheumatism.” 

Fibromyalgia  is  a syndrome  representing  a recogniza- 
ble group  of  symptoms  that  are  commonly  encountered 
in  medical  practice,  Bennett  concludes.  “The  virtue  of 
defining  a syndrome  is  to  aid  in  offering  an  appropriate 
treatment  and  prognosis;  a prompt  diagnosis  of  fibro- 
myalgia avoids  a costly  series  of  unnecessary  investiga- 
tions, as  well  as  inappropriate  therapies.” 

JAMA  May  22,  1987 


STUDY  ESTIMATES  COSTS  OF  MEDICAL 
PROFESSIONAL  LIABILITY 


A study  in  JAMA  estimates  that  medical  professional 
liability  costs  in  1984  accounted  for  15  percent  of  total 
expenditures  on  physicians’  services  for  that  year,  with 
much  of  the  cost  pegged  to  ‘defensive’  practice  changes 
prompted  by  malpractice  risk. 

Roger  A.  Reynolds,  PhD,  of  the  AMA’s  Center  for 
Health  Policy  Research,  and  colleagues  base  the  study  on 
data  from  the  AMA  Socioeconomic  Monitoring  System 
survey  of  liability  claims  and  other  related  information 
for  1984.  Costs  associated  with  professional  liability 
include  insurance  premiums,  the  cost  of  incurring  claims 
not  covered  by  insurance. 

The  average  physcian’s  risk  of  incurring  a malpractice 
claim  has  nearly  tripled  since  1980,  the  study  reports, 
with  indications  that  increases  in  the  severity  of  losses 
have  accelerated  as  well.  The  researchers  say  the  problem 
is  of  growing  public  and  professional  concern  but  “to 
date  there  has  been  little  quantitative  evidence  on  the 
overall  economic  impact  of  the  problem.” 

A 1983  report  by  the  AMA  Committee  on  Professional 
Liability  placed  the  total  costs  associated  with  profes- 
sional liability  at  between  $15  and  $40  billion.  The  new 
study  notes,  however,  that  “these  estimates  necessarily 
relied  to  a large  degree  on  subjective  judgment,  given  the 
limited  information  available  then.” 

The  new  study  used  two  different  methods  to  analyze 
the  AMA  data  and  estimate  professional  liability  costs. 
One  directly  estimated  the  increases  in  several  major 
components  of  professional  liability  costs  in  1984;  the 
second  analyzed  the  impact  of  professional  liability  risk 
on  physician  fees  and  utilization  rates  for  a range  of 
services  and  procedures. 

“Both  estimates  indicate  that  the  costs...  are  substan- 
tial. In  particular,  the  two  methods  yield  estimates  of  the 
total  cost  of  (professional  liability)  in  1984  of  $13.7 
billion  and  $12.1  billion,  respectively  — or  approxima- 
tely 15  percent  of  the  total  expenditure  on  physicians’ 
services,”  the  study  says.  In  addition,  it  says,  increased 
costs  associated  with  professional  liability  from  1983  to 


1984  alone  are  estimated  to  have  accounted  for  up  to  63 
percent  of  the  increase  in  expenditures  on  physicians’ 
services. 

The  researchers  say  professional  liability  insurance 
premius  for  the  period  studied  amounted  to  only 
$3  billion  and  the  costs  of  settling  claims  excluded  from 
premiums  $100  million.  Thus,  “practice  changes  prompted 
by  the  risk  of  claims  accounts  for  a large  share  of  total 
medical  liability  costs,”  they  conclude. 

“This  study,”  they  say,  “considerably  improves  the 
reliability  and  narrows  the  bounds  of  (liability)  cost 
estimates  in  contrast  to  the  $15  to  $40  billion  range  sug- 
gested by  the  1983  (AMA)  report.”  The  new  analyses 
“are  necessarily  less  than  perfectly  precise,”  it  acknow- 
ledges, but  the  similarity  of  the  estimates  produced 
“lends  us  confidence  that  they  provide  a general  order  of 
magnitude  of  medical  (liability)  costs.” 

In  an  accompanying  editorial,  Jeffrey  E.  Harris,  MD, 
PhD,  of  the  Massachusetts  Institute  of  Technology, 
Cambridge,  and  Massachusetts  General  Hospital,  Boston, 
calls  the  new  study  “a  giant  first  step  in  replacing  loose 
conjecture  about  ‘defensive  medicine’  with  formal 
quantitative  analysis.” 

Harris  says  the  study  raises  the  question  of  why  the 
frequency  and  severity  of  malpractice  claims  continue  to 
rise  “if  defensive  medical  practices  have  become  increa- 
singly prevalent,  and  if  defensive  medicine  is  truly 
‘defensive.’  ” The  answer,  he  says,  appears  to  be  that 
“much  of  defensive  medicine,  as  currently  practiced,  may 
not  be  effective  risk  management.” 

JAMA  May  22.  1987 

STUDY  SUGGESTS  AGE  BIAS  IN  BREAST 
CANCER  TREATMENT 


Older  women  with  breast  cancer  — even  those  who  are 
otherwise  healthy  and  have  localized  disease — may 
receive  less  aggressive  treatment  than  younger  patients,  a 
study  in  JAMA  says. 

“After  controlling  for  the  physiological  condition  of 
the  patients,  we  demonstrated  a statistically  significant 
and  clinically  important  effect  of  age  on  physician 
treatment  of  patients  with  breast  cancer,”  Sheldon 
Greenfield,  MD,  of  the  UCLA  School  of  Medicine,  Los 
Angeles,  and  colleagues  report.  “Even  when  elderly 
patients  were  vigorous,  healthy  and  presented  with 
localized  breast  cancer,  physicians  were  less  likely  to  give 
them  the  benefit  of  optimal  standard  treatment.” 

The  authors  base  their  conclusion  on  a study  of  374 
breast  cancer  cases  at  seven  southern  California 
hospitals,  which  varied  in  terms  of  size,  medical  school 
affiliation  and  patient  socioeconomic  status.  Study 
patients  were  women  50  years  of  age  and  older  with  histo- 
logically confirmed  breast  cancer. 

The  researchers  determined  patterns  of  care  for  the 
breast  cancer  patients  by  using  a “criteria  map” 
technique.  This  method  organizes  criteria  for  care  in  a 
“pathway”  format,  assessing  care  patterns  by  using  the 
results  of  clinical  and  laboratory  findings  to  establish  the 
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appropriate  disease  management  pathway  for  a parti- 
cular patient. 

After  controlling  for  comorbid  conditions,  functional 
status,  tumor  stage  and  type  and  size  of  hospital,  the 
study  concludes  that  “age  itself  affects  the  way  physicians 
treat  patients  with  breast  cancer  and  that  physicians 
provide  less  than  optimal  care  for  older  patients  even 
with  mild  or  no  comorbid  disease.  The  lives  of  these 
patients  may  be  needlessly  shortened.” 

For  example,  the  study  finds,  among  stage  I and  II 
patients  with  no  or  very  mild  comorbid  disease,  96 
percent  of  those  aged  50  to  69  years  received  appropriate 
surgery.  This  compared  with  83  percent  of  those  70  years 
and  older,  the  researchers  report. 

But  the  “inhibiting  effect  of  age  on  treatment”  is  not 
confined  to  patients  older  than  70  years  of  age,  “for 
whom  one  might  argue  that  life  expectancy,  even  for 
healthy  patients,  is  limited,”  the  researchers  say.  “This 
effect  actually  begins  at  65  years.” 

Although  hospitals  vary  in  the  way  breast  cancer 
patients  are  treated,  the  expected  differences  are  not 
enough  to  account  for  the  differences  in  age,  the 
researchers  say.  “When  age  was  treated  as  a continuous 
variable,  the  age  effect  persisted,”  they  say. 

The  authors  acknowledge  that  their  results  may  apply 
only  to  breast  cancer  and  that  other  types  of  cancer  need 
to  be  studied.  They  also  acknowledge  that  all  hospitals 
involved  in  the  study  were  located  in  the  same  part  of  the 
country — although  the  hospitals  varied  in  multiple 
characteristics. 

“Despite  the  limitations,”  the  study  concludes,  “the 
strength  of  the  data  suggests  that  physicians  discriminite 
against  (breast  cancer)  patients  based  on  chronological 
age  despite  the  physiological  stage.  Suboptimal  patterns 
of  standard,  minimal  care  might  be  one  factor  associated 
with  the  absence  of  improved  mortality  rates  in  breast 
cancer  patients  during  the  last  35  years. 

“Cancer  is  a major  cause  of  death  in  the  elderly  and, 
therefore,  high  standards  of  cancer  care,  particularly 
targeted  at  this  patients  population,  should  be  encouraged. 
It  cannot  be  assumed  that  the  management  of  elderly 
patients  with  breast  cancer  will  be  the  same  as  for 
younger  patients.” 

JAMA  May  22.  1987 


“BLOOD  DOPING”  BOOSTS 
RACE  PERFORMANCE 


A study  in  JAMA  offers  more  evidence  that  “blood 
doping”  may  give  athletes  a competitive  edge.  Anthony  J. 
Brien,  PhD,  now  of  the  Bahrain  Sports  Institute, 
Manama,  Bahrain,  and  Toby  L.  Simon,  MD,  of  the 
University  of  New  Mexico,  Albuquerque,  studied  the 
effect  of  autologous  red  blood  cell  reinfusion  on  the  race 
times  of  six  male  distance  runners.  The  runners  twice 
donated  a unit  of  red  cells  that  were  frozen  for  later 
reinfusion.  Eleven  weeks  after  the  second  donation,  they 
ran  three  10-kilometer  races;  preinfusion,  after  a 100-ml 


saline  infusion  and  after  infusion  of  400  ml  of  the  donated 
blood.  After  getting  the  blood,  the  runners  had  signifi- 
cantly higher  hematocrit  concentrations  and  significantly 
faster  race  times.  Increased  blood  volume  following  red 
cell  reinfusion  “effectively  increased  (race)  performance 
capacity...  probably  due  to  an  increase  in  oxygen  delivery 
to  the  working  muscles,”  the  study  says. 

JAMA  May  21.  1987 


BEHAVIORAL  IMPROVEMENT  IN  ALZHEIMER’S 


A drug  that  enhances  the  action  of  certain  neurotrans- 
mitters (eg,  dopamine,  serotonin)  may  improve  beha- 
vioral symptoms  in  Alzheimer’s  disease,  says  a study  in 
May’s  Archives  of  General  Psychiatry.  The  double-blind 
study  by  Pierre  N.  Tariot,  MD,  of  the  National  Institute 
of  Mental  Health,  Bethesda,  Md.,  and  colleagues, 
involved  L-Deprenyl,  a selective  inhibitor  of  the  enzyme 
MAO-B.  Elevated  MAO-B  levels  have  been  found  in  the 
brains  of  Alzheimer’s  patients  and  may  play  a role  in 
neurotransmitter  disturbances  found  in  some  Alzheimer’s 
cases.  The  researchers  administered  L-Deprenyl  to  17 
Alzheimer’s  patients  at  doses  of  10  mg  and  40  mg  daily. 
At  the  low  dose,  the  patients  showed  significiant 
decreases  in  excitement,  tension  and  anxiety/depression, 
with  about  half  their  conditions  judged  to  be  improved 
clinically.  The  study  also  says  the  behavioral  changes 
were  associated  with  cognitive  improvement. 

HEARTS  OF  HIGH  SCHOOL  WRESTLERS 


A study  in  May’s  American  Journal  of  Diseases  of 
Children.  AJDC.  finds  the  hearts  of  elite  high  school 
wrestlers  differ  from  those  of  non-athletes  in  structure, 
function  and  response  to  isometric  exercise.  Craig  R. 
Cohen,  MD,  of  the  University  of  Colorado  Health 
Sciences  Center,  Denver,  and  colleagues,  performed 
echocardiography  studies  on  17  wrestlers  and  10  control 
non-athletes,  finding  the  wrestlers’  hearts  “similar  to 
those  of  adults  who  undergo  combined  isometric  and 
dynamic  training.”  But  the  study  cautions  that  the 
weight-loss  practices  the  wrestlers  use  to  make  their 
weight  classifications  for  matches  “may  be  dangerous,  in 
that  acute  dehydration  appears  to  be  used  by  most.” 
Fifteen  of  the  17  wrestlers  studied  said  they  deliberately 
lost  weight  to  compete — 1 1 of  the  15  by  diering  and,  to  a 
lesser  degree,  by  use  of  3'"’*“  'dehydration,  the  study 
finds. 
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Read  this  page 
like  your  life  depends  on  it 


Learning  how  to  examine  your  breasts  properly 
can  help  save  your  life.  Breast  cancer  found  early 
and  treated  promptly,  has  an  excellent  chance  for 
cure.  Once  a month,  about  a week  after  your  period, 
when  your  breasts  are  not  tender  or  swollen,  use  this 


simple  3-step  self-examination  procedure.  Regular 
inspection  shows  what  is  normal  for  you  and  will 
give  you  confidence  in  your  examination.  Most 
lumps  are  not  cancer,  but  only  a doct<ir  can  make  a 
diagnosis.  Ask  your  doctor  to  teach  you  this  method: 


1.  In  bath  or  shower. 

Fingers  flat,  move  gently  over 
each  breast  with  the  opposite 
hand.  Check  for  any  lumps,  hard 
knots  or  thickening. 


2.  In  front  of  a mirror. 

Inspect  your  breasts  with  arms  at 
your  sides.  Next,  raise  your  arms 
high  overhead.  Look  for  any 
changes  in  contour,  a swelling, 
dimpling  of  skin  or  changes  in 
nipple.  Rest  palms  on  hips,  press 
down  firmly  to  flex  chest  mus- 
cles. Left  and  right  breast  will 
not  exactly  match. 


AMERICAN 
V CANCER 
^SOQETY' 


Russell  Kirk 

3.  Lying  down. 


To  examine  right  breast,  put 
pillow  or  folded  towel  under 
right  shoulder.  Place  right  hand 
behind  head  to  distribute  breast 
tissue  more  evenly  on  chest. 

With  left  hand  fingers  flat,  press 
gently  in  small  circular  motions 
around  an  imaginary  clock  face. 
Begin  at  the  outermost  top  of 
right  breast  (12:00,  move  on  to 
1:(X),  and  so  on,  around  and  back 
to  12:00).  A ridge  of  firm  tissue 
in  the  lower  curve  of  each  breast 
is  normal.  Make  about  three  cir- 
cles moving  closer  and  including 
nipple.  Slowly  repeat  procedure 
on  left  breast.  Notice  how  breast 
stmcture  feels.  Finally  squeeze 
nipple  gently  between  thumb  and 
index  finger.  Any  discharge, 
clear  or  bloody,  should  be  report- 
ed to  your  doctor  immediately. 
The  American  Cancer  Society 
wants  you  to  know. 


See  the  difference  in  the  first  week' 


• Sleep  improvement  in  74%  of  patients 
after  first  h.s.  dose^ 

• Significantly  faster  relief-62%  of 
total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone' 

• Dramatic  first-week  reduction 
in  somatic  complaints^ 

% Reduction  in  Somatic  Symptoms^ 


I Vomiting  | Nausea  | Headache  | Anorexia  | Constipation  I 


• Only  Vs  the  dropout  rate  due  to  side 
effects  of  amitriptyline  alone,  although 
the  incidence  of  side  effects  is  similar' 

Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 
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In  moderate  depression 
and  anxiety 

Limbitrof 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrocnioride  salt) 

LimUtrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 
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Limbitrol ' 

Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
Indications:  Relief  ol  moderate  to  severe  depression  associated  with  moderate  to  severe  onxiety 
Contraindicotlons:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants  Do  not  use 
with  monoamine  oxidose  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and  deaths  hove  occurred  with  concomitant  use.  then 
initiole  coutiously  gradually  increasing  dosage  until  optimol  response  is  achieved  Controindicated 
during  ocute  recovery  phase  following  myocardial  infarction 

Wornings:  Use  with  greifl  core  in  potients  with  history  of  urinary  retention  or  angle-closure  gloucomo 
Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and  onticholinergic-type 
drugs  Closely  supervise  cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  ot  tricyclic  ontidepressants.  especiolly  high  doses  Myocardial 
inlorction  and  stroke  reported  with  use  otthis  doss  ot  drugs  ) Caution  patients  obout  possible  combined 
eltects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  olertness  (e  g . operating  machinery  driving) 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  almost 
always  be  avoided  because  of  increased  risk  of  congenitol  molformotions  os  suggested 
In  several  studies.  Consider  possibility  ot  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  ffieropy  if  they  intend  to  or  do  become  pregnont. 

Since  physicol  and  psychological  dependence  ta  chlordiazepoxide  hove  been  reported  rarely,  use 
caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might  increase  dosage, 
withdrowol  symptoms  lollowing  discontinuation  ol  either  component  alone  have  been  reported 
(nauseo,  heodoche  and  molaise  lor  amitriptyline,  symptoms  [ including  convulsions]  similar  to  those 
ol  barbiturate  withdrowol  lor  chlordiazepoxide) 

Precoutlons:  Use  with  coution  in  patients  with  a history  ot  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medication,  ond  in  patients  with  impaired  renal  or  hepatic  function  Becouse  of  the  possibility 
of  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these  potients  Periodic 
liver  tunction  tests  and  blood  counts  are  recommended  during  prolonged  treatment  Amitriptyline 
component  may  block  action  ol  guonethidine  or  similar  antihypertensives  When  tricyclic  antidepres- 
sonls  are  used  concomitontly  with  cimetidine  (Togomet).  clinically  significant  effects  hove  been  reported 
involving  deloyed  elimination  and  increasing  steady  state  concentrations  of  the  tricyclic  drugs 
Concomitant  use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated,  sedotive  effects 
may  be  odditive  Discontinue  several  days  before  surgery  Limit  concomitant  administration  ol  ECT  to 
essential  treatment  See  Warnings  tor  precautions  about  pregnancy  Limbitrol  should  not  be  taken 
during  the  nursing  period  Not  recommended  in  children  under  1 2 In  the  elderly  and  debilitated,  limit  to 
smallest  eltective  dosage  lo  preclude  ataxia,  oversedation,  contusion  or  anticholinergic  etiecis 
Adverse  Reoctions:  Most  frequently  reported  are  those  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  blurted  vision,  dizziness  and  bloating  Less  frequently  occurring 


reactions  include  vivid  dreams,  impotence,  tremor,  contusion  and  nasal  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy  hove  been  reported  os 
side  effects  ot  both  Limbitrol  and  amitriptyline  Granulocytopenia,  joundice  and  hepatic  dystunction 
hove  been  observed  rarely 

The  lollowing  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  hove  been  reported  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke 

Psychiatric:  Euphoria,  opprehension,  poor  concentrotion,  delusions,  hallucinations,  hypomanio  and 
increased  or  decreased  libido 

Neurologic  Incoordinotion,  otoxio,  numbness,  tingling  and  poresthesias  of  the  extremities,  exfro- 
pyromidol  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic  Disturbance  ol  accommodation,  paralytic  ileus,  urinary  retention,  dilatation  ot  urinary 
tract 

Allergic  Skin  rash,  urticaria,  photosensilizotion,  edema  of  tace  and  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocy- 
topenia 

Gasiroinleslinol  Nausea,  epigostric  distress,  vomiting,  onorexio,  stomatitis,  peculiar  taste,  diorrhea, 
black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlorgement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar  levels,  ond  syndrome 
of  inappropriate  ADH  (ontidiurefic  hormone)  secretion 

Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary  frequency  mydriasis,  jaundice, 
alopecia,  parotid  swelling 

Ovenfosuge:  Immediately  hospitalize  potient  suspected  ot  having  token  on  overdose  Treatment  is 
symptomatic  and  supportive  I V odminislrotion  ot  t to  3 mg  physostigmine  salicylate  has  been 
reported  ta  reverse  the  symptoms  of  amitriptyline  poisoning  See  complete  product  information  for 
manifestation  and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to  smallest  effective 
dosage  when  satistactory  response  is  obtained  Larger  portion  ot  doily  dose  moy  be  token  at  bedtime 
Single  h s dose  may  suffice  tor  some  patients  Lower  dosages  are  recommended  for  the  elderly 
Limbitrol  DS  (double  strength)  Tablets,  mitral  dosage  ot  three  or  four  tablets  daily  m divided  doses, 
increased  up  to  six  tablets  or  decreased  to  Iwo  tablets  doily  os  required  Limbitrol  Toblets,  mitral  dosage 
of  three  or  tour  tablets  doily  in  divided  doses,  tor  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-cooted,  each  containing  10  mg  chlordiaze- 
poxide  and  25  mg  amitriptyline  (os  the  hydrochloride  salt),  and  Tablets,  blue,  film-coated,  each 
containing  5 mg  chlordiozepoxide  and  12  5 mg  amitriptyline  (os  the  hydrochloride  salt)  Available  in 
bottles  ot  too  and  500,  Tel-E-Dose”’  packages  of  tOO,  Prescription  Poks  ot  50 
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The  rewards  of  Limbitrol 


both  smiling  again! 


See  the  difference 
in  the  first  week' 

In  depressed  and  anxious 
patients,  you  can  see  the  dif- 
ference sooner— 62%  of  total 
four-week  improvement 
achieved  in  the  first  week  with 
Limbitrol  versus  44%  with  ami- 
triptylineJ 

In  moderate 
depression 
and  anxiety 

Limbitrol 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 

mUtrol  DS 

Ea<^ tablet  contains  10  mg  chlordiazepoxide  and 
25  Ihg  amitriptyline  (as  the  hydrochloride  salt)  \1^ 


Please  see  summary  of  product  information  on  adjacent  pte. 
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Sirviendo  a los  Socios  de  la  Cruz  Azul 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitales  privados  y públicos 


Un  emblema 
que  es  una 
garantía... 


En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul’’. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 

LA  CRUZ  AZUL 
DE  PUERTO  RICO 
Gente  Sirviendo 
a su  Gente 
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AMA  NEWS 

Este  es  el  nuevo  y deslumbrante  Chrysler  Le  Baron  Sport  Coupé. 


I Una  ingeniería 
muy  avanzada. . . y 
un  diseño  que  reúne 
audacia  deportiva 
y elegancia. 


He  aquí  un  concepto  único  en  diseño  e inge- 
nieria  automotriz.  Un  auto  de  impresionan- 
te belleza.  Con  líneas  fluidas,  como  si  hu- 
biese sido  moldeado  por  el  viento.  Su  motor 
encierra  una  estampida  y su  interior  le  invita 
a tomar  control  de  la  carretera.  Descubra 
una  nueva  raza  de  automóviles:  Chrysler 
Le  Baron  Sport  Coupé. 

Disfrute  con  Chrysler 


La  avanzada  tecnología  Chrysler  al  servicio  de  usted: 
panel  electrónico  de  instrumentos,  centro  de  mensajes. 


CON  7 AÑOS  ó 70,000 
MILLAS  de  GARANTIA 

CHRYSLER  MOTORS  reafirma  su  compro- 
miso de  excelencia  al  respaldar  todos  y cada 
uno  de  sus  vehículos  con  una  Garantía  limita- 
da de  7 años  6 70,000  millas,  que  cubre  el 
' motor  y el  tren  de  propulsiórt.  Además,  los 
1 garantiza  contra  perforaciones  por  oxidación 
j en  la  carrocería  externa  por  7 años  ó 100,000 
millas.  Algunas  restricciones  aplican.  Para 
detalles,  vea  su  Dealer  Autorizado. 


SAN  JUAN  Avenida  Muñoz  Rivera  751  (Esq.  Jesús  T.  Piftero)  Rio  Piedras  Tel.  764-5070  • Ponce 
Expreso  de  Ponce  (Salida  para  Aguadilla)  Tel.  844-4585  • Centro  del  Sur  Avenida  Fagot  (Marginal) 
Tel.  843-5550  • Caguas  Carr.  Núm.  1 Km.  34.1  (Frente  a Villa  Blanca  Malí)  Tel.  746-7226  • Avenida 
Degetau  Caguas  Tel.  746-3636  • Mayagüez  Carr.  Núm.  2 Km.  157.8  Tel.  833-31  10. 

Chrysler  Plymouth  de  Puerto  Rico 


Chrysler 


TWEIVE 


ASOCIACION  MEOICA  OE  (PUERTO  RICO 

boletín 


VOL7S/NUM.B  AGOST0 1007 


NUESTRA  PORTADA 

Calle  Sol.  Acuarela  del  Viejo  San  Juan,  obra  del  Dr.  Servando  Pico. 
El  autor  es  natural  de  Santurce  Puerto  Rico  y desde  pequeño  comenzó 
sus  estudios  de  pintura  con  el  maestro  Guillermo  Sureda.  Una  vez  en  la 
Universidad  de  Puerto  Rico  estudió  pintura,  historia,  apreciación  del 
arte  asi  como  dibujo  y composición. 

Sus  acuarelas  nos  muestran  en  su  mayoría  temas  de  nuestro  Viejo  San 
Juan,  aunque  se  considera  gran  parte  de  su  obra  de  índole  costumbrista. 
En  la  obra  que  aparece  en  la  portada  se  aprecia  la  Calle  Sol  del  Viejo  San 
Juan  y la  bajada  que  nos  conduce  a la  Plazuela  de  la  Rogativa.  El  autor 
ha  participado  en  certámenes  de  acuarela  en  Puerto  Rico  y el  exterior 
incluyendo  Estados  Unidos,  Alemania  y España.  El  Dr.  Pico  se 
desempeña  en  la  actualidad  como  dentista  en  el  área  de  Guaynabo, 
compartiendo  su  práctica  de  Odontología  con  su  gran  afición  por  la 
pintura,  particularmente  la  acuarela. 

La  Junta  Editora  del  Boletín  de  la  Asociación  Médica  de  Puerto  Rico 
agradece  al  Dr.  Pico  su  colaboración  al  permitir  la  reproducción  de 
una  de  sus  obras  en  nuestra  portada. 


IMPECCABIE 

EXCUSES 

FORNOTGIVIIIG 

BUX». 


AEi  . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5.1  just  got  back 
from  Monaco. 


6. The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 


8.1  didn’t  sign  up. 
9.rm  going  out 
of  town. 


10.  Asthma  runs  in 
my  family. 

n . I forgot  to  eat 
this  morning. 


12.  I’m  allergic  to 
flowering 
magnolia. 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  ofthem. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 


EXCUSES  DON’T  SAVE  UVES. 
BLOOD  DOES. 
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American 
Red  Cross 


Before  prescríbina  see  complete  prescribing  information  In  SK&F  CO. 
literature  or  POfl.  The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  inmvidual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management  Treatment  of  hyper- 
fension  and  edema  Is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia  Pre-existing  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  pofassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill.  with  urine 
volume  less  than  one  llter/day.  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K'^  intake  Associated  widened  QRS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonataljaundlce. 
thrombocytopenia,  other  adverse  reactions  seen  in  adults,  thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  It  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels  However, 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting enzyme  |ACE)  inhibitors  can  elevate  serum  potassium:  use 
with  caution  with  'Dyazide'.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  riyscrasias.  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide:  dosage  adiustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxante  such 
as  tubocurarine.  Triamterene  Is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components  Therefore,  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation 
A tew  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  Dyazide'  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide'.  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  reserve  with  possible  metabolic  acidosis.  'Dyazide 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  Is 
uncommon  with  'Dyazide'.  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazirfes 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions:  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances;  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  Dyazide'. 
although  a causal  relationship  has  not  been  established 

Supplied:  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unif  Packages  (unit-dose)  of  1Ü0  (intended  for 
instifufional  use  only);  in  Patienf-Pax"'  unit-of-use  bottles  of  100. 
BRS-DZ  L42 


In  Hypertension*... 
When  You  Need  to 
Conserve  K+ 


■4- 


:'.4S 


Remember  the  Unique 
Red  and  White  Capsule: 
^ur  Assurance  of 
SK&FQuaHty 

iiirünr — 'iTi 1— % 


Serum  K+  and  BUN  should  be  checked  periodically  (see  Warnings  and  Precautions). 


Potassium-Sparing 

DXAzmr 

25  mg  Hydrochlorothiazide/50  mg  Triamterene/SKF 

Over  20  Years  of  Confidence 


a product  of 

SK&F  CO. 

Carolina,  P R 00630 


The  unique 
red  and  ■white 
Dyazide®  capsule: 
■feur  assurance  of 
SK&F  quality 


©SK&F  Co  . 1983 


<J/k  BETTER  CHANCE  FOR 


ZANTAC  150  mg  h.s.  significantly  superior  to 
cimetidine  400  mg  h.s.  for  maintenance  therapy 
in  healed  duodenal  ulcers. 


I 


Percent  of  patients  ulcer-free  after  1 year  of  therapy 


ZANTAC  fij 

150  mg  h.s.  (n  = 60) 

%* 

1 

cimetidine  1^7% 

400  mg  h.s.  (n  = 66) 

ZANTAC 

150mgh.s.(n=243) 

77% 

cimetidine 

400  mg  h.s.  (n  = 241) 

63“/° 

All  patients  were  permitted  prn  antacids  for  relief  of  pain. 

Adapted  from  Silvis'  and  GougM 

These  two  trials'-^  used  the  currently  recommended  dosing  regimen  of 
cimetidine  (400  mg  h.s.)  and  raniticiine  (150  mg  h.s.).  A comparison  of 
other  dosing  regimens  has  not  been  studied. 

The  studied  dosing  regimens  are  not  equivalent  with  respect  to  the 
degree  and  duration  of  acid  suppression  or  suppression  of  nocturnal 
acid. 

The  superiority  of  ranitidine  over  cimetidine  in  these  trials  indicates  that 
the  dosing  regimen  currently  recommended  for  cimetidine  is  less  likely 
to  be  as  successful  in  maintenance  therapy. 


"P-  O.Ol  ' P-  0.0004  % life-table  estimates 


Zantacwohs 

ranitidine  HCI/Glaxo  150  mg  tablets 


Glaxo, 


ROCHE  y See  next  page  for  references  and  Brief  Summary  of  Product  Information. 


ZAN375 


July  1987 


References:  l.Silvis  SE,  Griffin  J,  Hardin  R,  et  al:  Final  report  on  the  United 
States  multicenter  trial  comparing  ranitidine  to  cimetidine  as  maintenance  therapy 
following  healing  of  duodenal  ulcer.  J Clin  Gosfroenfero/ 1985;7(6):482-487. 

2.  Gough  KR,  Korman  MG,  Bordhan  KD,  et  al:  Ranitidine  and  cimetidine  in  pre- 
vention of  duodenal  ulcer  relapse:  A double-blind,  randomised,  multicentre, 
comparative  trial.  Lancef  1984;ii:659-662. 


ZANTAC- 150  Tablets 
(ranitidine  hydrochloride) 

ZANTAC^SOO  Tablets 
(ranitidine  hydrochloride) 

The  following  is  a brief  summory  only.  Before  prescribing,  see  complete  prescribing 
information  in  ZANTAC*  product  labeling. 

INDICATIONS  AND  USAGE:  ZANTAC'^  is  indicated  in: 

1 . Short-term  treatment  of  active  duodenal  ulcer.  Most  patients  heal  within  four 
weeks. 

2.  Maintenance  therapy  for  duodenal  ulcer  patients  at  reduced  dosage  after 
healing  of  ocute  ulcers. 

3.  The  treatment  of  pathological  hypersecretory  conditions  (eg,  Zoilinger- 
Ellison  syndrome  and  systemic  mastocytosis). 

4.  Short-term  treatment  of  active,  benign  gastric  ulcer.  Most  patients  heal 
within  six  weeks  and  the  usefulness  of  further  treatment  has  not  been  demonstrated. 

5.  Treatment  of  gastroesophageal  reflux  disease  (GERD).  Symptomatic 
relief  commonly  occurs  within  one  or  two  weeks  after  storting  therapy  ond  is  main- 
tained throughout  a six-week  course  of  therapy. 

In  active  duodenal  ulcer;  active,  benign  gastric  ulcer;  hypersecretory  states;  and 
GERD,  concomitant  antacids  should  be  given  as  needed  tor  relief  of  pain. 
CONTRAINDICATIONS:  ZANTAC*  is  contraindicated  for  patients  known  to 
have  hypersensitivity  to  the  drug. 

PRECAUTIONS:  Symptomatic  response  to  ZANTAC*  therapy  does  not  preclude 
the  presence  of  gastric  malignancy. 

Since  ZANTAC  is  excreted  primarily  by  the  kidney,  dosage  should  be  adjusted  in 
patients  with  impaired  renal  function  (see  DOSAGE  AND  ADMINISTRATION). 
Caution  should  be  observed  in  patients  with  hepatic  dysfunction  since  ZANTAC  is 
metabolized  in  the  liver. 

False-positive  tests  for  urine  protein  with  Multistix*  may  occur  during  ZANTAC 
therapy,  and  therefore  testing  with  sulfosalicylic  acid  is  recommended. 

Although  recommended  doses  of  ZANTAC  do  not  inhibit  the  action  of  cytochrome 
P-450  enzymes  in  the  liver,  there  hove  been  isolated  reports  of  drug  interactions 
which  suggest  that  ZANTAC  may  affect  the  bioavailability  of  certain  drugs  by  some 
mechanism  as  yet  unidentified  (eg,  a pH-dependent  effect  on  absorption  or  a 
change  in  volume  of  distribution). 

Lack  of  experience  to  date  precludes  recommending  ZANTAC  for  use  in  children 
or  pregnant  patients.  Since  ZANTAC  is  secreted  in  human  milk,  caution  should  be 
exercised  when  administered  to  o nursing  mother. 

ADVERSE  REACTIONS:  Headache,  sometimes  severe,  seems  to  be  related  to 
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Abstract:  Pheochromocytoma  is  a rare  tumor  in 

childhood.  Most  patients  present  with  sustained  hyperten- 
sion (80%),  and  50%  of  these  tumors  are  bilateral,  multiple 
or  extraadrenal.  An  increased  familial  incidence  in  the  form 
of  a single  mendelian  dominance  is  also  noted  in  the 
pediatric  age  groups.  We  report  an  11  year  old  girl  who 
presented  with  paroxysmal  hypertension  and  an  extra- 
adrenal, midline  pheochromocytoma  in  the  region  of  the 
celiac  axis.  To  our  knowledge,  this  specific  location  has 
been  reported  in  the  literature  only  once.  Diagnostic  and 
therapeutic  problems  arose  as  a consequence  of  its 
uncommon  presentation  and  anatomic  location. 

Pheochromocytoma  is  a rare  tumor,  with  less  than 
5%  of  all  cases  ocurring  in  the  childhood  years,  limi- 
ting the  clinical  experience  in  any  pediatric  institution.  *’  ^ 
Most  patients  (80%),  reported  in  the  literature  present 
with  sustained  hypertension.’’  ^ Almost  50%  of  these 
tumors  are  bilateral,  multiple  or  extra-adrenal,  and  an 
increased  familial  incidence  in  the  form  of  single 
mendelian  dominance  is  also  noted  in  the  pediatric  age 
group. ’’  * It  represents  a curable  form  of  hypertension 
in  the  child.'* 

We  recently  encountered  an  1 1 year  old  girl  who 
presented  to  our  institution  with  bouts  of  paroxysmal 
hypertension  and  an  extra-adrenal,  midline  pheochro- 
mocytoma in  the  celiac  axis  region.  To  our  knowledge, 
this  specific  location  has  been  reported  in  the  literature 
only  once.’  This  paper  will  discuss  the  diagnostic  and 
therapeutic  problems  which  arose  as  a consequence  of  the 
uncommon  presentation  and  location  of  this  rare  tumor. 
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Case  History 

An  11  year-old  white  female  was  admitted  to  the 
University  Pediatric  Hospital  on  June  19,  1984,  with  a 
seven  month  history  of  paroxysmal  attacks  (2-3  times  a 
week)  of  excessive  sweating,  palpitations,  pallor,  nausea 
and  vomiting,  dizziness,  generalized  weakness,  frontal 
headaches  and  blurred  vision,  not  associated  to  exercise, 
rest  or  medication.  Except  for  weight  and  height  in  the 
10th  percentile,  physical  examination  was  unremarkable. 
Multiple  daily  measurement  of  the  systemic  blood  pres- 
sure fluctuated  between  90/60  and  150/120  mm.  Hg. 
Laboratory  work-up  is  shown  in  Table  1.  There  were 
markedly  elevated  levels  of  cathecolamines  metabolites 
in  urine.  The  electrocardiogram  revealed  left  ventricular 
hypertrophy.  Radiological  studies  demonstrated  mild 
thoracic  dextroscoliosis  in  the  chest  film,  and  no  calcifi- 
cations in  the  abdominal  films.  An  intravenous  pyelogram 
with  inferior  venocavogram  views  showed  a paraverte- 


Table  1 - Preoperative  Laboratory  Work-Up 


Hemogram,  serum  electrolytes  and 

urinalysis within  normal  limits 

Liver  enzymes: 

Lactic  dehydrogenase 755  u/dl 

(N  100-250  u/dl) 

Alkaline  phosphatase 129  u/dl 

(N  35-115  u/dl) 

Inorganic  phosphate 2.4  mg/dl 

(N  2. 5-4. 5 mg/dl) 

Total  proteins 5.3  gm/dl 

(N  6-8.0  gm/dl) 

Albumin 3.2  gm/dl 

(N  3.5-5.0  gm/dl) 

Glucose  tolerance  test  and 

thyroid  function  test within  normal  limits 

24  hrs.  urine  collection: 

Vanylmandelic  acid  31.3  mg  (N  2-lOmg) 

Metanephrines 1.8  mg  (N  0.  l-0.9mg) 

Homovanyllic  acid  2.9  mg  (N  0-15  mg) 

Free  cathecolamines 1480 mcg(N0-l  15  meg) 
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bral  mass  displacing  laterally  the  inferior  vena  cava  at  the 
level  of  the  11th  thoracic  vertebra  (Fig.  1)  with  no  renal 
parenchymal  displacement.  The  abdominal  tomography 
described  a midline  antecrural  homogenous  hypodense 
mass  lesion  involving  the  root  of  the  mesentery.  It 
extended  from  the  immediate  infrahepatic  area  into  the 
mid-renal  area,  displacing  the  head  and  proximal -body  of 
the  pancreas  (Fig.  2) 


Figure  1.  Inferior  venocavogram  showing  lateral  displacement  of  the 
inferior  vena  cava  at  the  level  of  Til  to  LI  by  a paravertebral  mass. 


Figure  2.  Abdominal  tomography  showing  the  midline  location  of  the 
mass  lesion  at  the  level  of  thoracic  vertebrae  12. 


The  intricate  anatomic  location  of  the  mass  described 
in  the  above  studies,  precluding  possible  resection, 
prompted  us  to  explore  the  patient  without  the  use  of 
preoperative  antihypertensive  medication. 

Under  sodium  pentotal,  curare,  isoflurane  and  nitrous 
oxide  anesthesia,  the  patient  was  explored  through  a long 
abdominal  midline  incision.  Reflecting  the  right  colon 
medially,  and  entrance  through  the  gastrocolic  omentum 
with  elevation  of  the  pancreas,  a 6 x 9 cm.  midline  retro- 
peritoneal solid  mass  arising  from  the  celiac  axis  was 
resected.  During  dissection  the  common  hepatic  and 
splenic  arteries  were  inadvertedly  divided  proximal  to  the 
gastroduodenal  artery.  The  hepatic  artery  was  re- 
anastomosed with  the  use  of  micro-surgical  techniques. 

During  induction  of  anesthesia  and  throughout  the 
procedure  the  child  developed  paroxysmal  hypertension, 
premature  ventricular  contractions  and  trigeminism. 
These  episodes  were  partially  controlled  with  the  use  of 
intravenous  drips  of  xylocaine  and  sodium  nitropusside. 
Only  after  total  tumor  removal  these  episodes  subsided 
and  the  pressure  normalized  to  90/60  mm  of  Hg.  The 
child  was  then  transfered  in  stable  condition  to  the 
Intensive  Care  Unit. 

On  the  first  post-operative  day  the  patient  developed 
progressive  tachypnea,  dyspnea,  hypoxia,  abdominal 
tenderness  and  respiratory  alkalosis  with  negative  chest 
x-ray.  The  patient  was  returned  to  the  operating  room 
and  re-explored  with  a pre-operative  diagnosis  of  intes- 
tinal ischemia.  An  ischemic  gangrenous  gallbladder  was 
found,  and  a cholecystectomy  performed. 

The  following  two  days  after  surgery  were  characte- 
rized by  fluctuating  periods  of  hypotension,  tachycardia 
and  decreased  urine  output  which  finally  responded  to 
cristaloid  infusions.  A persistent  sinus  tachycardia 
resolved  by  the  10th  post-operative  day  spontaneously. 
Vanylmandelic  acid  levels  in  urine  normalized  during  this 
time. 

One  month  after  surgery  we  performed  a celiac  axis 
arteriogram  to  the  patient,  which  showed  total  occlusion 
of  the  common  hepatic  artery  at  its  origin,  and  filling  of 
intrahepatic  branches  from  the  supero-inferior  pancreatico- 
duodenal arcades. 

When  last  seen  at  our  clinic,  thirty  months  after 
surgery,  the  child  was  found  to  be  normotensive  and 
asymptomatic. 

Discussion 

Pheochromocytoma  has  been  described  as  a well 
differentiated,  functionally  mature  neoplasm,  which  may 
originate  from  the  adrenal  medulla,  sympathetic  chain, 
the  paraganglia,  and  the  organ  of  Zuckerkandl.''  In 
children,  24%  of  these  tumors  are  bilateral,  15%  multiple, 
and  15%  extra-adrenal  in  location.^  The  right  adrenal 
gland  seems  to  be  the  preferred  site.'  Only  once  has  a 
celiac  axis  tumor  been  reported  before,  ours  representing 
the  second  case  in  the  literature.  The  increased  incidence 
of  bilateral,  multiple  and  ectopic  tumors  in  children, 
along  with  the  rapid  and  intense  clinical  course,  tend  to 
suggest  that  the  pathogenesis  may  involve  other  factors, 
such  as  the  advent  of  puberty  with  its  associated 
endocrine  changes  and  growth  hormone  influence.^ 
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Prolonged  delay  in  diagnosis  is  evident  by  the  fact  that 
almost  18%  of  these  tumors  were  first  diagnosed  post- 
mortem.' At  the  present  time  the  most  accurate  method 
of  diagnosis  is  determination  of  cathecolaminesand  their 
metabolites  in  blood  and  urine,  yielding  a diagnosis  in 
most  patients  with  functioning  chromafin  tumors.’’  * 
False  negative  results  can  occur  as  a result  of  excessive 
diuresis,’  and  false  positive  results  can  be  found  in 
patients  who  have  received:  adrenergics  agents,  reserpine, 
vitamin  B-12,  barbiturates,  bananas,  or  vanilla.  Increased 
vanylmandellic  acid  levels  in  urine  can  also  be  found  in 
patients  with  neuroblastoma,  ganglioneuromas,  ganglio- 
neuroblastomas,  retinoblastomas,  carotid  body  tumors, 
malignant  carcinoma,  and  adrenal  medullary  hyper- 
plasia.’’  ’ 

For  localization  of  the  tumor,  the  intravenous 
pyelogram  with  nephrotomogram,  the  abdominal  arte- 
riogram, selective  venography  and  computerized  tomo- 
graphy are  the  most  common  in  use.'®’  " Aortography  is 
usually  not  recommended  in  children  due  to  the  risk  of 
inducing  a paroxysmal  hypertensive  attack  and  potential 
post-catheterization  arterial  thrombosis. Selective 
venography'^  can  bring  conflicting  localizing  evidence  in 
cases  of  bilateral  and  metastatic  tumors.  Computerized 
tomography  has  an  accuracy  of  over  90%,  and  has 
emerged  as  the  most  reliable  method  of  locatizing  a 
pheochromocytoma.*’  The  role  of  tomography  in 
evaluating  extra-adrenal,  recurrent  or  metastatic  disease, 
is  less  well  defined. Recently  the  complementary  use  of 
tomography  and  I-MIBG  (metaiodobenzylguanidine), 
and  adrenergic  tissue  localizing  tracer,  permits  detection 
of  extra-adrenal  primary  or  metastatic  lesions.'^ 

Cardiac  arrhythmias,  hypertension  and  hypotension 
constitute  the  major  causes  of  morbidity  and  mortality  in 
children  undergoing  surgical  excision  of  this 
tumor. '’  The  improved  diagnostic  methods  of 
localization,  more  effective  pre-operative  blood  pressure 
control,  intra-operative  medical  and  anesthetic  monitor- 
ing and  management,  along  with  the  awareness  of  the 
problem  of  hypovolemia,  has  reduced  considerably  the 
morbidity  and  mortality  of  the  pheochromocytoma  dur- 
ing the  last  two  decades. 

The  first  report  of  succesful  removal  of  a pheochro- 
mocytoma in  a child  on  phenoxybenzamine  and  propra- 
nolol ocurred  in  1966.'*  Preoperative,  phenoxybenzamine 
helps  to  bring  blood  pressure  toward  normal  and  permits 
expansion  of  the  contracted  plasma  volume  by  its  ability 
to  block  the  alpha-adrenergic  receptors  site  of  catheco- 
lamines.'^’  Nasal  congestion  and  orthostatic  hypoten- 
sion are  common  side  effects  which  should  not  lead  to 
undertreatment.  Propranolol  is  useful  intraoperatively  to 
control  arrhythmias,  although  it  has  been  found  that  is 
rarely  needed  in  the  pediatric  patient  since  most  of  these 
tumors  tend  to  be  non-epinephrine  secreting.'" 

Our  patient  with  paroxysmal  bouts  of  hypertension, 
did  not  receive  preoperative  phenoxybenzamine.  This 
explains  the  difficult  intraoperative  management.  Since 
the  hypertension  is  chronic  and  well  tolerated  by  most 
patients,  tumor  removal  should  be  delayed  until  adequate 
preoperative  blood  pressure  control  is  achieved.'" 
Hypertensive  children  with  pheochromocytoma  resistant 
to  conventional  therapy,  have  been  controlled  with  alpha 


methyl-tyrosine,  a competitive  inhibitor  of  tyrosine 
hydroxylase.’'  Despite  the  above,  more  than  three-fourth 
of  patients  have  significant  increase  in  blood  pressure 
during  anesthesia  induction  and  tumor  manipulation.* 

Aware  of  the  problem  of  blood  pressure  crisis  and 
cardiac  arrhytmias,  anesthesiologists  recommend  the 
routine  use  of  intraoperative  monitoring  of  central 
venous  pressure,  electrocardiogram,  arterial  systemic 
pressure  and  use  of  Swan-Ganz  catheter  if  preoperative 
cardiac  insufficiency  is  present.'*  Intraoperative,  sodium 
nitroprusside  has  been  claimed  the  drug  of  choice  for 
hypertensive  crisis,  propranolol  for  supraventricular 
tachycardia,  and  lydocaine  for  ventricular  arrhyth- 
mias.*’ '" 

If  a decrease  in  blood  pressure  does  not  follows  the 
removal  of  a pheochromocytoma,  an  additional  tumor  is 
suggested.  Post-operative  hypotension  is  caused  by  a 
decreased  blood  volume  and  vasodilation.  Aggresive 
fluid  replacement  is  effective.  Some  patients,  as  ours  did, 
develop  sinus  tachycardia  for  some  time  during  the  post- 
operative period.  This  has  been  found  to  be  frequent  and 
self-limited.  It  is  the  result  of  a compensatory  barore- 
ceptor  response  to  the  sudden  removal  of  cathecolamines 
excess  which  were  stimulating  the  peripheral  vasomotor 
nerves  constantly.'*  The  high  percentage  of  children  with 
bilateral,  extra-adrenal  and  multiple  tumors  suggest  the 
need  for  long  follow-up  of  these  patients  after  removal  of 
the  tumor.'’  ^ 

Factors  contributing  to  the  ischemic  necrosis  of  the 
gallbladder  may  have  been  the  delayed  repair  of  the 
hepatic  artery,  thrombosis  of  the  distal  cystic  artery  in  the 
presence  of  hypovolemia,  and  excess  cathecolamine 
induced  vasoconstriction.” 


Conclusions 

This  case  with  its  unusual  clinical  presentation  and 
anatomic  location,  did  not  receive  preoperative  anti- 
hypertensive drug  therapy,  resulting  in  intraoperative 
morbidity  related  to  hypertensive  crisis  and  cardiac 
arrhythmias.  We  can  conclude  that:  (1)  all  children 
suspected  of  harboring  a pheochromocytoma  should  be 
treated  preoperatively  with  alpha-adrenergic  blocking 
agents,  irrespective  of  sustained  or  paroxysmal  hyperten- 
sion, and  should  be  continued  for  the  time  necessary  to 
restore  blood  pressure  and  plasma  volume  to  normal. 
(2)  propranolol  should  be  used  in  the  rare  child  with  pre- 
or  intraoperative  supraventricular  tachycardia.  (3)  intra- 
operative cardiovascular  monitoring  of  patients  with 
cathecolamine  secreting  tumors  should  be  routine. 

(4)  meticulous  abdominal  exploration  for  bilateral, 
multiple  tumors  should  be  carried  on  when  blood 
pressure  does  not  returns  to  normal  levels  after  resection. 

(5)  postoperative  persistent  sinus  tachycardia  is  self- 
limited, and  a common  finding  not  related  to  drug 
therapy  that  can  be  managed  with  propranolol. 
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Abstract:  A Patient  with  the  Wolff-Parkinson-White 

syndrome  demonstrating  reciprocal  beat  of  atrial  origin 
aborting  atrioventricular  nodal  Wenckebach  periods,  and 
atrioventricular  bypass  reentrant  tachycardia,  is  presented. 

The  Wolff-Parkinson-White  syndrome  is  especially 
noteworthy  for  its  elicitation  of  complex,  numerous 
and  mutable  electrocardiographic  vignettes.  One  such 
presentation,  less  widely  and  frequently  recognized  and 
documented,  is  the  “five-feature”  pattern  manifested  by 
the  following  case. 

Case  History 

This  22-year-old  female  had  been  receiving  digoxin  but 
months  prior  it  was  discontinued  and  propranolol  was 
started.  She  presented  to  the  Emergency  Room  with 
tachycardia.  Therapy  consisted  of  carotid  sinus  massage, 
metaraminol  and  digoxin  intravenously. 

Figures  1-5  illustrate  traces  obtained  at  this  time  and 
several  years  prior. 

Figure  1 electrocardiogram  (ECG)  reveals  normal 
sinus  rhythm  (NSR)  with  a rate  of  94  per  minute,  a 
ventricular  bigeminal  rhythm  with  the  second  P-R 
interval  (0.20-0.2 1)  of  the  Wenckebach  period  prolonged 
over  that  of  the  first  beat  (0. 17  S).  The  third  P‘  wave  falls 
in  the  ST  segment  of  the  previous  beat  and  represents  a 
retrograde  atrial  echo  or  reciprocal  beat  of  atrial  origin, 
which  aborts  the  atrioventricular  (AV)  nodal  Wencke- 
bach periodicity  - a P - QRS  - P‘  sandwich.  The  P'  frontal 
axis  is  about  - 85°,  and  the  R - P'  interval  is  0. 1 1-0. 1 2 S. 
The  atrial  reciprocal  beat  is  selectively  linked  to  only  the 
longer  P-R  interval  of  the  antegrade  AV  nodal 
Wenckebach  period.  There  is  no  full  compensatory  pause 
after  the  P'  reciprocal  activation,  because  the  atrial 
reciprocal  beat  resets  the  sinus  node  in  Zone  II  and  the 
prolonged  P‘  - P interval  is  most  likely  due  to  the  addition 
of  conduction  delay  into  and  out  of  the  sinus  node, 
although  there  may  be  some  degree  of  sinus  node 
depression.  There  are  ST-T  wave  changes  present. 
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Figure  1.  Complete  electrocardiogram  (ECG).  Atrial  reciprocal  beats 
aborting  atrioventricular  (AV)  nodal  Wenckebach  periods.  See  text. 


Figure  2 is  from  the  same  day.  The  admission  strip 
suggests  AV  nodal  bypass  reentrant  (reciprocating  or 
circus  movement)  tachycardia,  rate  168,  with  the  P‘ 
falling  in  the  ST  segment  and  a constant  R - P'  interval  of 
0.11  S.  The  next  strip  shows  NSR,  rate  81,  with  a P-R 
interval  of  0.2 1 S.  The  following  strip  (second  row)  again 
shows  the  Wenckebach  sequences  and  atrial  reciprocal 
beats.  The  long  strip  shows  NSR,  rate  88-94,  and 
intermittent  pre-excitation.  An  atrial  reciprocal  beat 
occurs  after  only  the  second  and  third  normally 
conducted  beats,  with  P-R  intervals  of  0.20-0. 21  S,and  R- 
P‘  intervals  of  0.1 1-0.12  S.  Second  degree,  2:1  antegrade 
accessory  pathway  block  may  also  exist.  The  pre-excita- 
tion beats  are  not  associated  with  atrial  reciprocal  beats 
perhaps  because  the  tract  has  just  been  activated 
antegradely.  But,  the  second  beat  in  this  strip  (without 
pre-excitation)  does  not  produce  a retrograde  P'  either. 
The  pre-excitation  beats  have  a P-R  interval  of  0.05-0.8  S 
and  a P-end  QRS  interval  of  0.24  S.  The  strips  of  3-6  and 
3-7-79,  offer  pre-excitation  conduction,  and  one  ventri- 
cular ectopic  beat  with  early  retrograde  atrial  conduction 
(R  - P‘  0. 12  S,  similar  to  the  R - P'  during  the  tachycardia) 
in  the  lower  row,  middle  strip  (this  R - P‘  interval  depends 
on  several  factors,  including  the  site  of  origin  of  the  beat; 
it  is  longer  than  the  antegrade  activation  time  through  the 
anomalous  bundle). 
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Figure!.  MCL  1 ECG  strips.  A.  AV  nodal  bypass  reentrant  tachycardia 
is  present  in  the  admission  trace.  Intermittent  pre-excitation  occurs  in  the 
long  strip,  second  row;  an  atrial  echo  beat  follows  only  the  second  and  third 
normally  conducted  beats.  In  B,  there  is  a ventricular  premature  beat  with 
retrograde  atrial  conduction. 


Figure  3 demonstrates  a persistent  AV  nodal  bypass 
reentrant  tachycardia,  rate  164,  with  the  P‘  falling  within 
the  ST  segment,  further  supporting  its  reentrant  nature 
with  antegrade  conduction  via  the  AV  node  and  retro- 
grade conduction  probably  via  an  accessory  pathway, 
most  likely  the  right  Kent  bundle.  The  P'  vector  has  an 
axis  of  - 85°.  The  R - P'  interval  measures  0.10-0.11  S. 


Figure  4.  Type  B pre-excitation. 


Figure  5.  Vectorcardiogram  (Frank  lead  system).  Type  B pre-excitation 
with  leftward  and  posterior  QRS  loops  and  delta  waves. 


Discussion 


Figure  3.  Complete  ECG.  The  reciprocating  tachycardia  of  AV  reentrant 
bypass  tachycardia  is  persistent. 


Figure  4 ECG  demonstrates  a classical  Type  B pre- 
excitation pattern  (however,  the  delta  wave  is  partly 
positive  or  anterior  in  lead  Vj).  The  rate  is  79  per  minute, 
and  P-R  interval  0.08  S (minimal),  0.14  S in  a VF. 
Overall,  there  may  be  a slight  tendency  for  the  pre- 
excitation beats  to  occur  at  a slower  rate  than  the  AV 
nodal  conducted  beats. 

Figure  5 is  a Frank  vectorcardiogram  again  confirming 
the  Type  B pre-excitation.  The  QRS  loop  is  oriented 
leftward  and  posterior,  and  the  delta  wave  leftward  and 
inferior  (posterior  or  upward  in  the  Z lead).  The  pattern 
with  the  mid-afferent  slowing  may  suggest  the  additional 
diagnosis  of  left  bundle  branch  block.  The  ST-T  loop  is 
counterclockwise  and  rightward  in  the  horizontal  and 
frontal  planes. 


This  patient  manifested  five  features  of  the  Wolff- 
Parkinson- White  pre-excitation  syndrome,  suggesting  a 
right  lateral  Kent  accessory  pathway  (antegrade  AV  node 
and  Kent  bundle  conduction  - Figure  2 and  4),  AV 
Wenckebach  periods,  terminated  by  a reciprocal  beat  of 
atrial  origin  (with  probable  retrograde  Kent  conduction  - 
Figure  1),  AV  nodal  bypass  reentry  tachycardia  (ante- 
grade AV  node  with  retrograde  Kent  circuit,  orthodro- 
mic - Figure  3)  and  there  may  also  have  existed  2:1 
antegrade  block  in  the  accessory  pathway  (figure  2),  at 
different  times. 

The  Wenckebach  second-degree  AV  periods/block 
during  normal  AV  conduction  (normal  width  QRS 
complexes)  present  an  intriguing  facet.  The  simultaneous 
occurrence  of  the  Wolff-Parkinson- White  syndrome  and 
Wenckebach  AV  bloock  is  rare.  In  this  patient,  intermit- 
tent conduction  occurred  through  the  bypass  tract  as  pre- 
excitation complexes  and  on  other  occasions  through  the 
AV  node  as  normal  QRS  complexes,  but  manifesting 
abortive  Wenckebach  periods  terminated  by  atrial 
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reciprocal  beats.  Similar,  but  not  identical,  cases  have 
been  documented  by  Rodstein,*  Scherf,^  Wolff,^  Moret,"* 
McHenry,^  De  Rango,^  Massumi,^  Roelandt,*  Luria,’ 
Jordan*®  and  Schamroth**’  (some  1 1 cases  until  1980).*^ 

Quite  a number  of  cases  have  demonstrated  second- 
degree  2: 1 block,  either  during  normal  AV  nodal  conduc- 
tion,^’ or  during  pre-excitation  bypass  tract 

conduction,^’  *^’  *’  etc.  There  was  borderline  first- 

degree  AV  block  (Figure  2,  3-4-79,  right)  as  well  in  this 
patient.  First-degree  AV  block  was  present  during 
normal  AV  conduction  in  a considerable  number  of 
cases,  but  this  appears  rare  during  pre-excitation  conduc- 
tion.^  *3,  *<* 

Mechanisms  proposed  for  the  simultaneous  occurrence 
of  the  Wolff-Parkinson-White  syndrome  and  Wencke- 
bach AV  block  are:  1)  depressed  conduction  in  both  the 
bypass  tract  and  AV  nodal  pathway  secondary  to 
ischemic  heart  disease;  2)  augmented  parasympathetic 
tone,  and  3)  accelerated  conduction  through  the  normal 
AV  pathway. 

Only  12  examples  of  reciprocal  rhythm  of  atrial  origin 
(reversed  reciprocal  rhythm)  were  found  prior  to 
1960.^’  Its  association  with  the  Wolff- 

Parkinson-White  syndrome  has  been  amphasized  by 
Schamroth.’’  ’’  “’  *2’  *’’  *’’  2°’ 

The  Wolff-Parkinson-White  syndrome  has  been 
associated  with  antegrade  AV  Wenckebach  conduction 
and  atrial  reciprocal  beating  from  the  last  conducted 
impulse  as  a premature  P*  wave,  selectively  linked  with 
the  longer  P-R  interval.  Pathogenic  mechanisms  may 
comprise:  1)  unidirectional  AV  nodal  block  permitting 
only  retrograde  conduction  of  nodal  impulses;  2)  the 
supernormal  phase  of  AV  nodal  recovery,  and  3)  retro- 
grade atrial  depolarization  may  occur  via  the  accessory 
tract;  this  would  be  suggested  by  a short  and  constant 
R-P*  interval  equal  to  the  P-R  interval  of  the  conducted 
pre-excitation  beats,  and  despite  variable  P-R  intervals  of 
the  normally  conducted  beats;  the  vector  of  the  P*  wave, 
and  the  absence  of  a P*  wave  after  pre-excitation 
beats.’’  ’’  "’ ‘^’ *’ A reentry  tachycardia  may  be  trig- 

gered. 

Some  of  these  cases  also  presented  AV  nodal  bypass 
reentry  tachycardia,’"®’  **’  *’’  35  ^^35  present  in  this 

patient. 

Evidence  that  the  P*  wave  falling  in  the  ST  segments  of 
Figures  1 and  2 represents  atrial  reciprocal  beats  and  not 
low  atrial  or  AV  nodal  ectopic  beats,  is  that  they  are 
selectively  linked  to  the  longer  P-R  intervals  (which  is 
necessary  for  recovery  of  the  upper  common  AV  nodal 
pathway),  and  a ventricular  extrasystole  induces  a similar 
P*  wave  and  R-P*  interval.*’  *’  Moreover,  AV  nodal 
reentrant  tachycardia  is  a possibility,  as  it  likewise  can 
place  the  P wave  after  the  QRS  complex  due  to  delay  of 
retrograde  conduction.  Indeed,  there  is  aborted  reentry 
with  the  Wenckebach  sequences  which  could  support  the 
tachycardia  representing  completed  reentry,  AV  nodal 
tachycardia,  with  a slow  antegrade  and  a fast  retrograde 
pathway.  However,  this  appears  less  likely  in  view  of  the 
pre-excitation  background,  the  R-P*  interval  being  less 
than  the  P*  - R interval  and  the  P*  wave  follows  the  QRS 
complex  rather  than  continuous  with  it.’* 

P wave  configurations  during  circus  movement  tachy- 


cardias utilizing  a right-sided  free  wall  accessory  pathway 
may  demonstrate  as:  negative  and  bimodal  in  lead  V,, 
positive  and  bimodal  in  lead  I,  positive  in  lead  III  and 
positive  or  isodiphasica  in  lead  II.’*’  ’® 

Propranolol,  digoxin  and  metaraminol  may  have 
played  a role  in  inducing  the  Wenckebach  phenomenon 
at  a relatively  slow  heart  rate. 

Intracardiac  electrophysiologic  studies  at  the  time  of 
the  arrhythmias  were  not  available  but  would  have  been 
of  considerable  interest  and  value  in  proving  and  value  in 
providing  and  delineating  the  complex  underlying  elec- 
trophysiology. 
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Asymptomatic  Severe  Post-Thyroidectomy 
Hypocaicemia:  Case  Report 

Marino  Blasini,  MD,  FACS 
Cecilio  Cadiz,  MD 
Raúl  H.  Márquez  Sarraga,  MD 


Abstract:  Permanent  hypoparathyroidism  after  thyroi- 

dectomy is  a serious  surgical  complication  which  occurs 
with  a frequency  of  approximately  one  percent.  The 
symptoms  and  signs  are  usually  manifested  in  the 
immediate  post-operative  period  and  they  require  prompt 
and  adequate  treatment. 

In  this  paper  we  will  present  the  case  of  a patient  with  the 
unusual  finding  of  a severe  hypoparathyroid  state  with  very 
low  serum  calcium  values  and  without  clinical  manifesta- 
tions after  thyroid  surgery.  We  will  also  discuss  the  respon- 
sible factors  associated  with  this  condition,  including  an 
emphasis  on  technical  aspects  for  protection  of  parathyroid 
tissue  and  its  blood  supply  during  surgery. 

Case  Presentation 

The  case  report  that  follows  is  one  of  a confirmed 
severe  chronic  hypocalcemia  due  to  parathyroid 
deficiency.  This  condition  was  discovered  many  years 
after  thyroid  surgery,  and  the  patient  had  been  asympto- 
matic in  spite  of  a very  low  serum  calcium  without 
replacement  therapy. 

GR  was  an  84  year  old  female  patient  who  presented 
with  a long  surgical  history  for  the  past  16  years.  In  1967, 
1968  and  1969  she  underwent  four  incisional  herniorra- 
phies  for  recurrent  ventral  hernias.  On  November  1967 
she  underwent  a right  lobectomy  and  isthmectomy  for  a 
solid  cold  thyroid  nodule  which  at  the  time  was 
diagnosed  as  a follicular  adenoma.  Subsequently,  on 
December  1968  the  remaining  left  thyroid  was  removed 
after  another  follicular  adenoma  was  diagnosed.  In  both 
occasions  the  parathyroids  of  the  corresponding  side 
were  identified  with  preservation  of  the  glands  and  of 
their  blood  supply.  No  clinical  manifestations  of 
hypocalcemia  were  present  in  the  early  or  late  post- 
operative periods.  On  December  1969  an  uneventful 
cholecystectomy  was  performed  under  general  anesthesia. 

On  June  1980  a malignant  fibrous  histiocytoma  was 
removed  from  the  left  arm  under  block  anesthesia  since  a 
low  serum  calcium  was  found  on  routine  pre-operative 
serum  chemistry  analysis.  After  surgery  she  received 
radiotherapy  with  7000  rads  during  a seven  week  period, 
the  radiation  being  confined  to  the  area  of  excision  of  the 
lesion  in  the  left  arm. 

On  June  1982  she  was  admitted  to  our  hospital  with 
vomiting  and  dehydration  due  to  a partial  small  bowel 
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GUIDE  TO  INTERPRETATION  OF  THE 
C-TERMINAL  PTH  ASSAY 


• Normal 

á Surgically  proven  1°  hyperparathyroidism 
□ 2°  hyperparathyroidism 

O Surgical  hypoparathyroidism  (treated) 

Figure  1.  Chart  of  parathyroid  hormone  analysis  which  shows  a PTH 
value  below  0.1  ng/ml. 

obstruction  secondary  to  adhesions.  The  patient  recovered 
without  surgery. 

Except  for  a history  of  epilepsy  for  over  1 5 years  which 
was  controlled  with  phenytoin  and  phenobarbital  she 
had  not  experienced  any  other  neuromuscular  disorder 
that  could  be  related  to  hypoglycemia. 

On  the  physical  exam,  the  patient  was  found  alert, 
active,  well  oriented,  cooperative,  and  with  an  excellent 
memory  for  both  recent  and  early  events.  Vital  signs  were 
normal  (T  = 36.8°C;  BP  120/80;  HR  80/min).  The  skin 
showed  abundant  senile  keratosis  in  the  face.  A recurrent 
incisional  hernia  was  present  in  the  left  hemiabdomen. 
Reflexes  were  normal  for  her  age,  no  spasm  of  facial 
muscles  was  elicited  on  tapping  the  facial  nerve  in  the 
parotid  gland  area  (Chvostek’s  sign),  or  carpopedal 
spasm. 
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The  laboratory  workup  revealed  a mild  hypochromic 
anemia  with  normal  serum  sodium,  potassium,  and 
chloride.  A summary  of  the  range  of  pertinent  laboratory 
results  for  the  period  when  the  hypocalcemia  was 
discovered  (March  1980  through  June  1982)  is  shown  on 
Table  I. 

Table  I - Range  of  values  of  serum  calcium,  phosphate, 
total  proteins,  parathyroid  hormone,  and  serum  creatinine  from 
March  1980  through  June  1982 


Calcium  5.3  - 6.0  mg/dl 

Phosphate  3.1  - 5.8  mg/dl 

Total  proteins  6.2  - 7.3  g/dl 

Parathyroid  hormone  (PTH)  0.1  - 0.3  ng/ml 

Creatinine  0.9  - 1.2  mg/dl 


A complete  radiological  survey  including  a CT  scan  of 
the  brain  failed  to  reveal  intracraneal  calcifications  or 
bone  changes.  The  electrocardiogram  showed  a prolonged 
Q-T  interval. 

The  patient  died  on  June  1984  due  to  systemic  metas- 
tases  from  the  malignant  fibrous  histiocytoma. 

Discussion 

Permanent  hypoparathyroidism  after  thyroid  surgery 
is  a serious  complication.  The  signs  and  symptoms  are 
usually  manifested  in  the  early  post-operative  period  and 
they  require  prompt  treatment. 

The  most  common  cause  of  hypoparathyroidism  is 
surgical  excision  of  the  thyroid  gland  with  inadvertant 
damage  or  removal  of  the  parathyroid  glands,  damage  to 
their  blood  supply,  or  from  an  overly  aggressive  para- 
thyroid surgery  for  hyperparathyroidism.'’  Its 

incidence  is  about  one  to  ten  cases  per  100  thyroidec- 
tomies, being  more  common  when  total  thyroid  resection 
is  attempted.^  FarwelP  reports  a 2%  incidence  of  post- 
operative hypocalcemia,  with  one  case  of  permanent 
hypoparathyroidism,  in  100  total  thyroidectomies  for 
hyperthyroidism.  The  post-operative  serum  calcium  level 
was  normal  in  98%  of  patients.  Bilateral  subtotal  thyroi- 
dectomy with  ligation  of  both  inferior  thyroid  arteries 
was  performed  in  all  instances. 

Recent  reports  indicate  an  incidence  of  less  than  4.5% 
of  hypocalcemia  following  thyroidectomy  for  benign 
thyroid  disease,  and  an  incidence  of  3 to  17%  following 
surgery  for  thyroid  carcinoma,  depending  on  the  extent 
of  the  surgery. 

Prevention  of  post-operative  hypoparathyroidism  is 
not  only  dependent  on  glandular  preservation,  but  also  in 
maintenance  of  an  adequate  blood  supply  to  the  para- 
thyroid glands.*  During  a thyroidectomy  the  inferior 
thyroid  artery  should  be  ligated  distal  to  its  division  into 
branches.  The  best  guide  to  localize  the  parathyroid 
glands  is  the  small  arterial  twig  which  the  inferior  thyroid 
artery  gives  to  each  of  the  glands.  The  parathyroid 
glands^’  ’’  are  located  in  the  posterior  surface  of  the 
thyroid  gland.  Their  size  is  approximately  5 x 5 x 3mm 
of  a reddish  to  yellowish-brown  color,  having  distinct 
stalks  (which  contain  the  blood  and  nervous  supply) 
surrounded  by  a fibrous  capsule,  with  a rich  capillary 


plexus  stemming  from  its  blood  vessels.  The  superior 
parathyroid  glands  are  more  constant  in  their  location, 
lying  about  the  middle  of  the  posterior  surface  of  the 
lobe,  while  the  inferior  glands  are  closer  to  the  inferior 
aspect  on  the  surface  of  the  lobe,  and  may  even  lie  some 
distance  below  it.  About  one  in  every  ten  glands  is  an 
aberrant  location  and  they  can  be  found  in  places  like  the 
mediastinum,  within  the  substance  of  the  thyroid  gland 
itself,  behind  the  esophagus,  and  in  the  carotid  sheath. 

During  thyroid  surgery  every  effort  should  be  taken  to 
preserve  the  parathyroid  glands.  A well  vascularized 
gland  should  be  left  in  place,  and  those  with  poor  vascu- 
larity or  unfortunately  removed  during  surgery  should  be 
autotransplanted.*’  ’ 

Ligation  of  the  main  trunk  of  the  inferior  thyroid 
artery  with  subsequent  ischemia  of  the  parathyroid 
glands  is  believed  to  be  the  cause  of  parathyroid 
infarction  with  consequent  hypoparathyroidism  which  is 
seen  with  the  standard  thyroid  operation.*’  In  post- 
operative hypoparathyroidism  any  glandular  tissue  that 
is  present  is  found  to  have  degenerated.^ 

It  is  well  known  that  parathyroid  hormone  (PTH)  is 
secreted  as  a response  to  a fall  in  plasmatic  calcium 
concentration.  Another  hormone,  calcitonin,  is  secreted 
in  response  to  an  increase  in  serum  calcium  concentra- 
tion.^ When  the  parathyroids  and  the  thyroid  glands  are 
absent  neither  hormone  is  secreted  in  response  to  changes 
in  serum  calcium  concentration,  and  therefore  the 
normal  hormone  control  of  serum  calcium  concentration 
does  not  take  place." 

Hypoparathyroidism  which  persists  for  longer  than  six 
months  is  considered  permanent,  and  this  is  a serious 
surgical  complication.*  Transient  hypocalcemic  episodes 
have  been  well  documented  after  thyroid  surgery,  and 
they  are  closely  related  to  the  extent  of  the  surgery.  The 
increase  in  serum  calcitonin  levels  could  explain  the 
tendency  for  a decrease  in  serum  calcium  levels,  but  the 
possibility  of  parathyroid  gland  damage  cannot  be 
excluded.'^ 

Hypocalcemia  causes  in  increase  in  neuromuscular 
irritability.®  When  the  total  serum  calcium  level  falls 
below  7 mg/dl,  the  patient  develops  symtoms  such  as 
numbness,  tingling,  and  muscle  cramps.  With  further 
depression  of  serum  calcium  levels  tetanus  ensues  with 
carpopedal  spasm,  laryngeal  spasm  and  stridor,  muscle 
twitching  and  convulsions.  Prolongation  of  the  Q-T 
interval  in  the  electrocardiogram  is  due  to  altered 
myocardial  contractility. 

Post-operative  hypocalcemia  is  a serious  complication 
of  thyroid  surgery  which  requires  prompt  and  adequate 
replacement  therapy.  In  the  differential  diagnosis  we 
must  include  those  conditions  which  can  produce 
tetany'^  such  as  alkalosis  secondary  to  alkali  ingestion, 
vomiting,  hyperventillation,  hypokalemic  alkalosis  in 
primary  aldosteronism,  hypocalcemia  in  ricketts  or 
osteomalacia,  hypomagnesemia,  and  renal  insufficiency. 

Certain  manifestation  of  hypoparathyroidsm  suggest 
epilepsy  or  even  brain  tumors.  Studies  such  as  brain  CT 
scans  may  reveal  intracerebral  calcifications  which  are 
more  frquent  in  post-operative  hypoparathyroidism. ‘‘‘ 
Chronic  epileptic  drug  therapy,  soft  tissue  tumors  and 
metastatic  bone  disease  can  also  produce  hypocalcemia.'^ 
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Conclusion 

In  this  paper  a case  of  a severe  hypoparathyroid  state 
with  a very  low  serum  calcium  value  without  clinical 
manifestations  was  presented.  The  responsible  factors 
associated  with  this  complication  were  reviewed  with 
emphasis  on  technical  aspects  of  the  surgical  technique. 
In  this  patient  the  asymptomatic  state  can  probably  be 
explained  by  adaptability  to  a low  serum  calcium  which 
probably  occured  slowly  due  to  progresive  damage  to  the 
parathyroids  producing  atrophy  in  the  glands  secondary 
to  vascular  insufficiency. 

Resumen;  El  hipoparatiroidismo  permanente  luego  de 
una  tiroidectomia  es  una  seria  complicación  quirúrgica  que 
ocurre  con  una  frecuencia  aproximada  de  1%  La  sintoma- 
tologia  usualmente  se  manifiesta  en  el  periodo  post- 
operatorio immediato  y requiere  de  un  tratamiento  rápido  y 
adecuado. 

Presentamos  el  caso  de  un  paciente  con  el  hallazgo  poco 
usual  de  un  estado  hipoparatiroideo  severo  con  un  valor  de 
calcio  sérico  muy  por  debajo  de  lo  normal  y sin  manifes- 
ciones  clinicas  luego  de  cirugía  de  la  tiroide.  Se  discuten 
también  los  factores  responsables  por  esta  condición,  y se 
enfatiza  algunos  aspectos  técnicos  para  la  protección  del 
tejido  paratiroideo  y de  su  vascularidad  durante  cirugía. 
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necesidades  particulares,  ya  sea  para  tus 
empleados  o tu  familia. 


Miembro 

Blue  Shield  Association 


Seguramente  tú  eres  uno  de  los  muchos 
médicos  y dentistas  que  aceptan  Triple-S  y 
conoces  de  nuestros  beneficios,  pero  para 
un  chequeo  general  de  tu  caso  en 
particular,  llámanos  hoy  y compruébalos. 


Triple-S 
te  da  seguridad 


San  Juan  Ponce  Mayaguez  Arecibo  Humacao 

753-7550  843-2055  833^933  879^776  852-6090 


FRONTERAS  EN  LA  MEDICINA  CLINICA 


Categoría  1-11  Créditos 

FECHA:  4-7  septiembre  1987 
LUGAR:  Hotel  Condado  Beach 

NOCHE  INAUGURAL 

Viernes,  4 de  septiembre  1987 
Salón  Real  - Hotel  Condado  Beach 

7:00  - 7:30  Inscripción 
Coctel  de  Bienvenida 
Sesión  Inaugural 
Dedicatoria  de  la  Convención 
Homenaje  a la  Clase  1962,  en  su  Aniversario  de  Plata 
Reconocimiento  a las  Clases  de: 

1957  - 30  años 
1967  - 20  años 
1972  - 15  años 
1971  - 10  años 
1982  - 5 años 

NOCHE  DE  CONERATERNIZACION 


Donativo 

$15.00  por  socio  activo 

$10.00  por  persona  internos,  residentes  y estudiantes 
$35.00  por  persona,  socios  inactivos 


AUSPICIADO  POR: 

División  de  Educación  Médica  Continuada 
Escuela  de  Medicina 
Universidad  de  Puerto  Rico 


“FRONTIERS  IN  CLINICAL  MEDICINE” 
“SCIENTIFIC  PROGRAM” 


Sábado,  5 de  septiembre  de  1987 
SESION  DE  LA  MAÑANA 


Domingo,  6 de  septiembre  de  1987 

SESION  DE  LA  MAÑANA 


8:00-  8:30 

Inscripción 

8:00-  8:30 

Inscripción 

8:30-  8:45 

Bienvenida  - Dr.  Vázquez-Quintana 

Moderador  - Dr.  Vázquez  Quintana 

Moderador  - Dr.  Brigido  Berrios  Pagán 

8:30-  9:00 

Insights  Into  the  Causes  of 

8:45-  9:15 

New  Ways  of  Looking  Into  to 

Body:  MRI,  US,  PET,  CAT 

Lupus  Syndromes 

Dr.  Edwin  Mejias 

Dra.  Elsie  Cintrón 

9:00-  9:30 

Routine  Parenteral  Nutrition  for  the 

9:15-  9:45 

Calcium  Channel  Blockers  for 
Hypertencion  and  Angina 

Critically  111  Patient 

Dra.  Zulma  González 

Dr.  José  L.  Cangiano 

9:30-10:00 

Receso  - Café 

9:45-10:45 

Receso  - Café 

10:00-10:30 

Interventional  Radiology 

10:15-10:45 

The  New  Laser  Surgery 

Dr.  Manuel  Pérez 

Dr.  Victor  S.  Gutierrez 

10:30-1 1:30 

Extracorporeal  Membrane 

10:45-1 1:15 

Prospective  Payment  DRG’s 

Dr.  Richard  Lopes 

Oxygenation  for  Respiratory  Failure 
Rober  M.  Arensman  M.D.,  F.A.C.S. 

11:15-11:45 

The  Rediscovery  of  the  Neuro- 
Immuno-Endocrine  Axis 

Dr.  E.A.  Santiago  Delpin 

11:00-11:30 

Molecular  Genetics:  Implantations  in 
Cancer  and  Clinical  Medicine 

Dr.  Luis  Clavell 

11:45-12:15 

Discusión 

11:30-12:00 

Discusión  General 

12:15-  1:30 

Almuerzo 

Salón  Gobernador 

12:00-  1:30 

Almuerzo  con  Sociedad  de  Esposas 
Salón  Gobernador 

SESION  DE  LA  TARDE 
Moderador  - Dr.  R.  Burgos  Calderói 

SESION  DE  LA  TARDE 
Moderador  - Dr.  Santiago  Delpín 

1:30-  2:00 

The  Many  Causes  of  the  Adult 
Respiratory  Distress  Syndrome 

1:30-  2:00 


2:00-  2:30 


2:30-  3:00 
3:00-3:30 


3:30-  4:00 


4:00-  4:30 


Advances  in  Diagnostic  Radionucleides 
Dr.  Samuel  Sostre 

Recent  Developments  in  Reproductive 
Technology:  In  Vitro  Fertilization 
Gamete  Intra-Fallopian  Transfer 
Dr.  Pedro  Beauchamp 
Receso  - Café 

The  Impact  of  Bioengineering  on 
Modern  Urological  Practice 
Dr.  Antonio  Puras 
Monoclonal  Antibodies: 

The  Magic  Bullet 
Dra.  Maria  Santaella 
Discusión  General 


2:00-  2:30 


2:30-  3:00 
3:00-  3:30 


3:30-  4:00 


4:00-  4:30 


7:00-  8:00 
8:00-  9:30 
9:30-P.M.  ■ 


(A.R.D.S.)  and  its  Management 
Dr.  J.  Rodriguez  Severa 
The  Use  of  Interferon  and  Other 
Immunological  Response. 

Dr.  Albert  López 
Receso  - Café 
Current  Status  and  Future 
Directions  of  Organ  Transplantation 
Dr.  L.A.  Morales-Otero 
Unravelling  the  Secrets  of  AIDS 
Dr.  J.M.  García-Castro 
Discusión  General 

Recepción  del  Presidente 

P.M.  Coctel  Patio  del  Fauno 

P.M.  Cena  de  Gala 

1:30  A.M.  Baile  del  Presidente 

Pablo  Elvira  y su  Violin- Patio  del  Fauno 


Premio  a Clase  con  mayor  Asistencia 
Donativo  $50.00  por  persona 


Lunes,  7 de  septiembre  de  1987 

11:30  - 12:30  P.M. 

Coctel 

Salón  Gobernador 
12:30  - 2:00  P.M. 

Almuerzo  - Toma  de  posesión  del 
Dr.  Brígido  Berrios  Pagán 
Homenaje  al  Dr.  Gumersindo  Blanco 

Donativo  $25.00  por  persona 

2:30  - 4:30  P.M. 

Reunión  Administrativa 
Sociedad  de  Médicos  Graduados 
U.P.R.  y Reunión  Administrativa 
de  Esposas  Médicos 
5:00  P.M. 

Coctel  de  Clausura  de  Convención 
Convención 

Para  más  información  llamar  a: 

Tels:  763-2440 

758-2828,  Ext.  1206  - A.M. 

$50.00  Médicos  en  General 

$35.00  Facultad  Escuela  de  Medicina 

$15.00  Internos  y Residentes 

Libre  de  Costo  Miembro  Activos  Sociedad 

Médicos  Graduados,  Escuela  de  Medicina 

Incluye  almuerzos  y recesos 
FACULTAD 

Facultad  Invitada: 

Dr.  Richard  Lopes 
Medicina  Interna 

Clínica  Ochsner,  New  Orleans,  La. 

Dr.  Robert  M.  Arensman  F.A.C.S 

Cirujano  Pediátrico 

Clínica  Ochsner,  New  Orleans,  La. 

Facultad  Local 

Brígido  Berrios-Pagán,  M.D. 

Departamento  Cirugía  Hospital  de  la  Capital 

Elsie  Cintrón,  M.D. 

Catedrático  Auxiliar  en  Ciencias  Radiológicas, 
Escuela  de  Medicina 

José  L.  Cangiano,  M.D. 

Catedrático  Auxiliar  de  Medicina 
Recinto  de  Ciencias  Médicas 


Víctor  S.  Gutierrez,  M.D. 

Catedrático  de  Cirugía, 

Recinto  de  Ciencias  Médicas 

E.A.  Santiago  Delpín,  M.D. 

Catedrático  de  Cirugía  y Patología, 

Recinto  de  Ciencias  Médicas 

Samuel  Sostre,  M.D. 

Catedrático  Asociado  en  Ciencias  Radiológicas, 
Recinto  de  Ciencias  Médicas 

Pedro  Beauchamp,  M.D. 

Obstetra  y Ginecólogo,  Hospital  San  Pablo 

Antonio  Puras,  M.D. 

Catedrático  Asociado  y Jefe  Sección  de  Urología, 
Recinto  de  Ciencias  Médicas 

María  Santaella,  M.D. 

Catedrática  Asociada  de  Medicina, 

Recinto  de  Ciencias  Médicas 

E.  Vázquez-Quintana,  M.D. 

Catedrático  y Director,  Depto.  de  Cirugía, 

Recinto  de  Ciencias  Médicas 

Edwin  Mejias,  M.D. 

Catedrático  Auxiliar  de  Medicina, 

Recinto  de  Ciencias  Médicas 

Zulma  González,  M.D. 

Catedrática  Auxiliar  de  Cirugía, 

Recinto  de  Ciencias  Médicas 

Luis  Clavell,  M.D. 

Catedrático  Asociado  de  Pediatría, 

Recinto  de  Ciencias  Médicas 

R.  Rodríguez  Servera,  M.D. 

Catedrático  Asociado  de  Medicina  y Jefe  Sección  de 
Pneumología,  Recinto  de  Ciencias  Médicas 

Alberto  López,  M.D. 

Catedrático  Asociado  de  Medicina  y Presidente 
Facultad  Médica  Hospital  Universitario 

Luis  A.  Morales-Otero,  M.D. 

Catedrático  Auxiliar  de  Cirugía, 

Recinto  de  Ciencias  Médicas 

José  M.  García-Castro,  M.D. 

Catedrático  de  Pediatría  y Jefe  Sección  de 
Genética  Médica,  Recinto  de  Ciencias  Médicas 

Manuel  Pérez,  M.D. 

Catedrático  Asociado  en  Radiología, 

Recinto  de  Ciencias  Médicas 


Regionalization  of  Medical  Education  in 

Puerto  Rico 


Enrique  Vázquez  Quintana,  MD,  FACS* 


The  School  of  Medicine  of  the  University  of  Puerto 
Rico  was  established  in  1950  with  fifty  students  on 
its  chartered  class.  The  law  that  created  the  Medical 
School  clearly  states  that  it  should  be  provided  with  a 
University  Hospital.  This  has  not  materialized  yet.  In  1975 
the  Educational  Consortia  of  the  School  of  Medicine  was 
created  by  our  legislature,  gradually  increasing  the 
number  of  students  to  the  present  number  of  one  hundred 
and  fifty. 

In  1976  the  Cayey  School  of  Medicine  started  operat- 
ing as  a for  profit  institution  not  having  notified  the 
Liaison  Committee  on  Medical  Education  of  its  intention 
to  start  a medical  school.  Two  years  later  the  Ponce 
School  of  Medicine  opened  its  doors  as  part  of  the 
Catholic  University.  The  Ponce  School  started  with  the 
patronage  of  the  Liaison  Committee  on  Medical 
Education  and  has  remained  accredited  since  its  incep- 
tion. In  1979  the  San  Juan  Bautista  School  of  Medicine 
initiated  operations  without  notification  to  the  accrediting 
agencies.  The  Cayey  School,  after  applying  for  local  and 
national  accreditation,  changed  into  a non  profit 
institution  and  obtained  its  accreditation.  The  San  Juan 
Bautista  School  of  Medicine  is  accredited  locally,  but  not 
nationally.  In  1983  the  Bayamón  School  of  Medicine  was 
incorporated  as  a non  profit  institution.  The  Council  on 
Higher  Education  and  the  Liaison  Committee  on 
Medical  Education  were  notified.  The  authorization 
license  was  initially  denied  by  the  Council  on  Higher 
Education.  This  adverse  decision  was  challenged  admi- 
nistratively and  up  to  the  Supreme  Court.  Both  the 
Lower  and  Supreme  Courts  decisions  were  favorable  to 
the  Bayamón  School  of  Medicine.  The  authorization 
license  is  still  pending.  The  Bayamón  School  intends  to 
start  in  Bayamón  and  then  move  to  Mayaguez  in  two 
years. 

In  1970  a study  conducted  in  the  United  States  and 
Puerto  Rico  by  the  Carnegie  Foundation  concluded  that 
there  was  space  for  three  medical  schools  in  Puerto  Rico, 
the  one  in  San  Juan  and  two  additional  ones  in  Ponce  and 


Professor  of  Surgery,  Director  Department  of  Surgery,  School  of 
Medicine,  University  of  Puerto  Rico 


Mayaguez,  respectively.  When  I first  knew  of  this  study  I 
thought  that  the  creation  of  the  Educational  Consortia  of 
the  School  of  Medicine  was  based  on  the  Carnegie 
Foundation  recommendations.  Nothing  more  distant 
from  the  truth.  The  Educational  Consortia  was  created 
with  the  intention  of  helping  the  thousands  of  Puerto 
Rican  medical  students  who  were  at  the  time  studying  in 
foreign  Caribbean  medical  schools.  Those  students  were 
to  be  admitted  to  the  University  of  Puerto  Rico  School  of 
Medicine  in  advanced  standing  after  completing  the  first 
two  years  of  medicine  in  a foreign  school.  This  praise- 
worthy purpose  could  not  be  attained  since  the 
credentials  of  those  students  were  not  comparable  to  the 
University  of  Puerto  Rico  School  of  Medicine  students 
and  admitting  them  would  have  jeopardized  its  accredita- 
tion. Our  School  then  increased  its  enrollment  by 
accepting  students  with  excellent  credentials  from  among 
the  undergraduate  student  population.  The  problem  of 
Puerto  Rican  students  graduating  from  Caribbean 
medical  schools  is  still  with  us. 

The  Educational  Consortia  started  with  a budgetary 
assignment  of  $300,000,  which  twelve  years  later  has  only 
increased  to  $750,000  and  has  remained  at  that  level  for  a 
few  years.  The  operation  and  functioning  of  the 
Consortia  has  been  commended  by  the  accreditation 
agencies.  Nevertheless  it  has  proven  hard  to  coordinate 
and  presently  is  marred  by  a lot  of  problems  such  as 
unequal  pay,  lack  of  fringe  benefits  and  difficulties  in 
promotion  which  make  some  faculty  members  feel  as 
second  class  citizens. 

The  original  idea  of  three  medical  schools  was  rapidly 
forgotten  or  never  received  ample  dissemination  and  the 
private  schools  appeared  and  have  continued  to  develop 
in  a disorganized  fashion  and  without  adequate  planning. 
Although  the  administrators  of  these  medical  schools 
have  had  a genuine  intention  of  providing  the  best 
possible  medical  education  to  their  students,  haphazard 
growth  is  no  longer  justified,  adequate  planning  and 
development  is  imperative  and  should  not  be  delayed  any 
longer.  No  one  claims  the  Carnegie  Foundation 
recommendations  to  be  infallible  but  the  latest  events  in 
medical  education  and  accreditation  requirements  give 
additional  credence  to  the  original  recommendations. 
Those  events  are  as  follows: 
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1.  The  faculty  of  the  School  of  Medicine  of  the 
University  of  Puerto  Rico  is  clamoring  for  the  last  few 
years  for  a reduction  of  its  class  size. 

2.  Medical  schools  are  required  to  have  residency 
training  programs  accredited  in  at  least  the  four  major 
disciplines.  Those  schools  with  none  or  less  than  ideal 
residency  programs  accredited,  eventually  will  confront 
accreditation  problems.  Medical  schools  are  required  to 
give  their  entire  administrative,  economic  and  emotional 
support  to  the  residency  programs.  They  are  even  forcing 
the  schools  to  enter  into  the  National  Residency 
Matching  Program. 

3.  The  Ponce  and  Mayaguez  District  Hospitals  are  the 
only  two  intitutions  outside  of  the  San  Juan  Metropolitan 
area  to  have  all  four  major  residency  programs 
accredited.  Presently  it  is  very  difficult  to  start  residency 
programs  in  general  surgery  and  obstetrics  and  gyneco- 
logy. 

4.  Medical  schools  are  required  if  not  to  own,  to 
control  their  teaching  facilities.  This  implies  that  the 
clinical  faculty  must  be  clearly  identified  with  the  school 
and  be  responsible  to  the  dean  for  the  teaching  of  medical 
students  and  residents.  The  teaching  hospital  might  even 
be  administered  by  a private  for  profit  company  but  the 
faculty  must  be  directly  responsible  to  the  dean  of  the 
medical  school.  Schools  lacking  this  sort  of  arrangement 
might  also  confront  accreditation  problems. 

5.  Next  year  the  Accreditation  Council  on  Graduate 
Medical  Education  (ACGME)  will  be  enforcing  more 
restrictive  rules  for  non-Liaison  Committee  on  Medical 
Education  accredited  schools  and  foreign  medical 
graduates.  Students  from  those  schools  will  never  be  able 
to  enter  accredited  residency  programs  and  will  have  to 
practice  forever  as  general  practitioners  but  without 
training  in  family  medicine  or  any  of  the  other  primary 
residencies. 

6.  Schools  utilizing  hospitals  without  accredited 
residency  programs  will  never  be  accredited  by  the 
Liaison  Committee  on  Medical  Education.  The  limiting 
factor  in  the  future  accreditation  or  creation  of  new 
medical  schools  will  be  the  number  and  quality  of  the 
residency  programs. 

7.  The  surplus  of  physicians  will  force  regulation  by 
our  government  and  by  the  accreditation  agencies  on  the 
number  of  students  accepted.  Even  the  private  schools 
are  heavily  subsidized  by  the  government.  There  are  two 
pathways  to  obtain  a medical  license  in  Puerto  Rico;  one 
is  excellent  and  the  second  very  poor.  The  first  way  is 
through  the  completion  of  a residency  program  after 
graduation  from  a nationally  accredited  school;  the 
second  is  by  doing  a locally  accredited  internship  and  a 
public  service  year  without  supervision  upon  graduation 
from  a non-nationally  accredited  school.  The  time  is  ripe 
to  close  the  second  pathway  and  stop  promoting  a two 
tier  delivery  of  medical  services  in  our  Island. 

8.  Free  standing  residency  programs  in  order  to 
survive  and  keep  their  accreditation  must  be  under  the 
aegis  of  a medical  school.  Canada  is  probably  the  leading 
country  in  this  respect  with  sixteen  medical  schools  and 
all  residency  programs  being  sponsored  by  the  medical 
schools.  Only  exceptional  or  outstanding  programs  will 
be  allowed  to  survive  isolated  and  we  do  not  have  those  in 


our  Island. 

9.  The  secondary  and  even  tertiary  governmental 
hospitals  without  residency  programs  will  require  private 
practioners  contracts  to  offer  adequate  medical  services 
to  the  indigent  population. 

10.  The  University  of  Puerto  Rico  School  of  Medicine 
students  do  a lot  of  traveling  to  the  School  in  San  Juan  for 
administrative  meetings  and  for  courses  that  can  not  be 
given  in  the  Consortia  Hospitals. 

It  is  time  for  the  University  of  Puerto  Rico  School  of 
Medicine  to  reduce  its  enrollment,  to  leave  the  Ponce 
District  Hospital  to  the  Ponce  School  of  Medicine  and 
the  Mayaguez  District  Hospital  to  any  other  school 
wishing  to  move  there.  The  Ponce  School  of  Medicine 
could  then  have  an  adequate  control  of  its  clinical  faculty 
and  devote  its  efforts  to  improve  the  residency  programs 
already  accredited  in  that  hospital.  The  school  or  merger 
of  schools  moving  to  Mayaguez  will  do  similarly.  The 
U.P.R.  School  of  Medicine  will  relocate  and  utilize  the 
Carolina  Area  Hospital  and  the  Caguas  Regional 
Hospital. 

The  refusal  to  consider  this  sort  of  planning  will  per- 
petuate the  serious  problems  confronted  in  medical 
education  in  Puerto  Rico. 

I urge  the  Council  on  Higher  Education  to  lead  the  way 
in  establishing  the  concept  of  Regionalization  in  Medical 
Education.  All  interested  educators,  administrators, 
students  and  community  leaders  must  meet  in  a sort  of 
“brainstorming  ses.sions”  to  discuss  this  proposal  and  reach 
and  convince  themselves  of  the  benefits  to  be  obtained  by 
their  respective  institutions  if  the  Carnegie  Report 
recommendations  are  implemented. 

It  is  time  to  stop  adding  parchments  to  the  old  system, 
lets  be  constructive  creating  new  problems,  not  carrying 
over  the  same  old  problems  without  definitely  solving 
them.  It  is  also  detrimental  to  partially  assist  institutions 
in  order  to  give  the  impression  that  something  is  being 
done,  while  in  reality  the  ulterior  motive  is  indeed  to  gain 
political  advantage.  If  our  efforts  are  not  directed 
towards  finding  feasible,  practical  and  genuine  solutions 
we  should  stop  complaining  about  problems  in  medical 
education  in  Puerto  Rico. 
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ARTICULOS  ESPECIALES 


El  Ciudadano,  El  Médico  y La  Guerra  Nuclear 

Carlos  J.  Bourdony,  MD,  FAAP* 


Pocas  veces  algunos  acontecimientos  atraen  la  aten- 
ción del  ser  humano,  que  tan  sumergido  se  encuentra 
en  las  polémicas  del  diario  vivir,  para  que  enfoque  su 
atención  en  algún  problema  que  amenaza  a toda  la 
humanidad  por  igual.  Cuando  un  suceso  de  tal  importan- 
cia ocurre  y acaparara  nuestra  atención  nos  unimos  al 
resto  de  la  raza  humana  y ocurre  el  fenómeno  poco 
común  y usualmente  fugaz  de  convertirnos  en  ciudadanos 
del  mundo. 

Quizás  porque  afortunadamente  la  guerra  nuclear  no 
es  un  suceso,  ésta  amenaza  que  se  cierne  sobre  la 
humanidad  no  ha  logrado  atraer  la  atención  del  puerto- 
rriqueño como  debiera,  uniéndolo  al  resto  de  los 
pueblos  del  planeta  en  la  búsqueda  de  una  solución 
permanente  para  éste  problema  común.  En  mi  opinión,  el 
ser  habitantes  de  una  isla  facilita  el  mecanismo  de  nega- 
ción que  tan  frecuentemente  utilizamos  los  seres 
humanos  para  no  enfrentar  situaciones  que  amenazan 
nuestras  vidas.  Es  más  fácil  pensar  que  la  guerra  nuclear 
es  un  problema  de  los  ciudadanos  del  continente.  Le 
damos  la  espalda  a la  amenaza  porque  creemos  que  de 
ocurrir  el  holocausto  el  escenario  será  el  territorio 
continental  de  las  potencias  nucleares  y que  nuestra  isla, 
los  isleños  y su  patrimonio  estamos  seguros  en  éste 
paraiso  caribeño.  El  momento  ha  llegado  para  que 
despertemos  de  ese  sueño  y nos  unamos  en  pensamiento  y 
acción  al  resto  de  los  hombres  que  reconocen  que  la 
amenaza  de  la  guerra  nuclear  es  una  realidad  que  pone  en 
peligro  el  futuro  de  la  humanidad. 

Aunque  el  número  exacto  se  desconoce,  se  estima  que 
el  arsenal  combinado  de  las  potencias  nucleares 
conocidas  (Estados  Unidos,  Rusia,  Inglaterra,  Erancia  y 
China)  es  superior  a 50,000  unidades  explosivas 
nucleares.  La  energía  destructiva  de  esas  armas  es  más  de 
un  millón  de  veces  superior  a la  bomba  que  destruyó  la 
ciudad  de  Hiroshima  y causó  la  muerte  de  70,000  de  sus 
habitantes  en  solo  segundos  el  6 de  agosto  de  1945.  El 
arsenal  cuenta  con  un  sistema  de  cohetes,  bombarderos  y 
submarinos  capaces  de  hacer  llegar  los  explosivos 
nucleares  a cualquier  localización  en  el  planeta  en  muy 
corto  tiempo.  El  tiempo  de  tránsito  intercontinental  de 
los  cohetes  es  de  aproximadamente  30  minutos.  Las 
naciones  poseedoras  de  la  tecnología  nuclear  para  la 
guerra  cuentan  con  supersistemas  de  comunicación  y 
mando  que  permiten  contraatacar  con  solo  minutos  de 
diferencia  después  que  un  estado  haya  iniciado  un  ataque 
nuclear.  El  número  de  explosivos,  vehículos  para 
transportarlos  y el  sistema  de  comunicación,  control  y 
mando  disponible  en  los  arsenales  de  los  Estados  Unidos 
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y Rusia  permiten  que  a cada  ciudad  de  más  de  25,000 
habitantes,  base  militar,  depósito  de  combustible  y 
planta  de  energía  (entre  otros  objetivos  en  cada  nación) 
pueda  asignársele  una  bomba  nuclear  en  caso  de  ocurrir 
una  guerra  nuclear  total.  Por  estas  razones  y dada  la 
importancia  militar  y estratégica  de  Puerto  Rico  es 
incorrecto  y sumamente  ingenuo  que  los  puertorriqueños 
pensemos  que  la  amenaza  no  nos  concierne. 

Muchos  se  preguntarán  porqué  el  médico  y otros 
profesionales  de  la  salud  deben  envolverse  en  éstos 
asuntos.  Desde  el  comienzo  de  la  medicina  los  individuos 
encargados  de  cuidar  la  salud  de  sus  semejantes  se  han 
visto  obligados  a servir  de  educadores  de  sus  pacientes  y 
la  sociedad  en  general.  Es  evidente  que  su  opinión  ha  sido 
de  gran  ayuda  orientando  a los  gobiernos  en  cuanto  al 
estudio  y aprobación  de  medidas  dirigidas  a proteger  la 
salud  de  los  ciudadanos.  Por  su  adiestramiento  y 
vocación,  los  médicos  y otros  profesionales  de  la  salud, 
tienen  la  obligación  de  opinar  en  asuntos  en  que  la  salud 
de  los  ciudadanos  está  enjuego.  La  guerra  nuclear  podría 
ser  la  última  epidemia  que  arrase  nuestro  planeta. 
Cuando  el  tratamiento  de  una  enfermedad  es  inefectivo  o 
su  costo  insuperable,  la  prevención  es  el  único  medio  de 
controlarla.  Las  consecuencias  médicas  de  la  guerra 
nuclear  obligan  a los  profesionales  de  la  salud  a actuar  en 
calidad  de  educadores  con  el  propósito  de  prevenirla. 

La  explosión  de  bombas  atómicas  sobre  la  población 
civil  de  Hiroshima  y Nagasaki  al  final  de  la  segunda 
guerra  mundial  y la  experiencia  obtenida  a través  de 
explosiones  nucleares  experimentales  han  permitido  a la 
ciencia  médica  conocer  antes  de  que  ocurra  una  guerra 
nuclear  la  magnitud  del  daño  que  podría  causar  al 
planeta  tierra  y la  vida  que  lo  habita.  De  ocurrir  una 
detonación  masiva  de  armas  nucleares  los  efectos 
inmediatos  serían  la  muerte  instantánea  de  los  seres 
humanos,  animales  y plantas  en  las  áreas  de  la  explosión. 
No  menos  de  150  millones  de  personas  morirían  en  cada 
bando  después  de  un  intercambio  total  de  armas  entre 
Estados  Unidos  y Rusia . Un  gran  número  de  las  personas 
en  las  áreas  adyacentes  a la  explosión  o áreas  contami- 
nadas por  lluvia  radioactiva  morirían  más  tarde  como 
consecuencia  de  los  efectos  inmediatos  y tardíos  de  la 
radiación  y como  consecuencia  de  epidemias,  escasez  de 
alimentos  y agua  potable.  A largo  plazo  los  efectos  de  la 
radiación  se  manifestarían  en  un  aumento  de  cáncer  y 
anomalías  congénitas.  La  detonación  masiva  de  explosi- 
vos nucleares  sobre  la  superficie  del  planeta  levantaría 
grandes  cantidades  de  micropartículas  a las  capas  supe- 
riores de  la  atmósfera  creando  una  nube  inmensa  que 
impediría  el  paso  de  la  luz  solar  causando  un  invierno 
nuclear  que  a la  larga  cobraría  las  vidas  de  más  de 
1 billón  de  seres  humanos  y muchos  más  animales  y 
plantas  por  el  frío  y escasez  de  alimentos  resultado  del 
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daño  irreparable  al  ecosistema.  Este  es  quizás  el  mejor 
ejemplo  de  los  efectos  de  una  guerra  nuclear  a distancia 
del  escenario,  o sea,  causando  daño  inevitable  e irrepa- 
rable a toda  la  humanidad,  esté  ésta  envuelta  en  el 
conflicto  inicial  o no. 

Los  médicos  y otros  profesionales  de  la  salud  que 
sobrevivan  el  ataque  y puedan  ejercer  la  tarea  de  curar 
tendrían  miles  de  heridos  graves  para  atender  sin 
material,  equipo  y otras  facilidades  para  poder  hacerlo. 
Ante  ésta  posibilidad,  en  la  mente  del  médico  existen  las 
siguientes  preguntas:  ¿Cuántos  médicos,  enfermeras, 
teenólogos  y otros  profesionales  de  la  salud  podrán 
sobrevivir  el  ataque?  ¿Cuántas  muertes  ocurrirán? 
¿Cuántos  ciudadanos  lesionados  sobrevivirán?  ¿Cuántas 
facilidades  médicas  y material  habrá  disponible?  ¿Cuál 
será  el  tipo,  tiempo,  magnitud  y distribución  del  ataque? 
¿Habrá  suficiente  aviso?  ¿Habrá  más  de  un  ataque?  Entre 
los  problemas  éticos  que  tendrá  que  confrontar  el  médico 
está  la  decisión  de  exponer  su  propia  vida  para  salvar  la 
de  otros,  qué  pacientes  atender  primero,  a quién  salvar  la 
vida  y a quién  calmar  el  dolor.  Los  problemas  de  salud 
pública  que  plantea  la  posibilidad  de  una  guerra  nuclear 
como  la  disposición  de  multitud  de  cadáveres,  epidemias, 
falta  de  alimentos  y agua  serían  prácticamente  imposibles 
de  resolver.  Las  consecuencias  psicológicas  como  el 
miedo,  desorientación,  desmoralización,  duda  y agresi- 
vidad afectarían  aún  más  la  salud  de  los  sobrevivientes. 
Las  consecuencias  políticas,  económicas  y sociales  serían 
devastadoras.  Ocurriría  una  pérdida  del  patrón  tradicio- 
nal de  estados,  naciones  y ciudades.  Algunas  naciones 
como  las  conocemos  hoy  desaparecerían.  Otras  queda- 
rían despobladas  por  la  muerte  de  sus  ciudadanos,  en 
especial,  de  la  fuerza  laboral.  La  falta  de  ayuda  a los 
países  devastados  atrasaría  su  recuperación.  Las  conse- 
cuencias para  el  arte  y otros  valores  espirituales  serían 
irreparables:  escuelas,  universidades,  museos  y templos 
religiosos  quedarían  destruidos.  Se  destruirían  para 
siempre  las  reliquias  históricas  y las  bellezas  naturales. 
Esta  breve  visión  del  holocausto  nos  hace  poner  en  duda 
la  sobrevivencia  del  hombre  sobre  el  planeta  después  de 
una  guerra  nuclear  total. 

Ante  ésta  amenaza  los  salubristas  nos  sentimos  obliga- 
dos a dar  la  voz  de  alerta.  Los  grupos  profesionales 
médicos  más  tradicionales  de  los  Estados  Unidos  como  la 
Asociación  Médica  Americana,  la  Academia  Americana 
de  Pediatría,  la  Academia  Americana  de  Médicos  de 
Familia  y el  Colegio  Americano  de  Médicos  de 
Emergencia  entre  otros,  ya  han  hecho  manifestaciones 
reconociendo  la  amenaza  que  la  guerra  nuclear  repre- 
senta para  la  salud  de  los  ciudadanos  y la  importancia  de 
que  el  médico  y otros  profesionales  de  la  salud  participen 
en  su  prevención.  El  grupo  Médico  en  Pro  de  la  Respon- 
sabilidad Social  (Physicians  for  Social  Responsability) 
cuenta  con  más  de  30,000  miembros  en  los  Estados 
Unidos  y participa  activamente  organizando  simposios  y 
conferencias  sobre  las  consecuencias  médicas  de  la  guerra 
nuclear.  La  Asociación  Médicos  Internacionales  para  la 
Prevención  de  la  Guerra  (International  Physicians  for  the 
prevention  of  Nuclear  of  War)  ganó  el  premio  Nobel  de  la 
Paz  en  1985.  Estos  grupos  médicos  forman  parte  del  gran 
número  de  organizaciones  profesionales,  laicas  y 
religiosas  que  cada  día  dejan  oir  su  voz  de  preocupación. 


Los  gobiernos  de  las  superpotencias  nucleares  han 
demostrado  su  intención  de  acelerar  la  carrera  armamen- 
tista. Al  iniciar  su  administración  el  presidente  de  los 
Estados  Unidos  se  comprometió  a dedicar  para  gastos  de 
la  defensa  la  cantidad  de  1 .6  trillones  de  dólares  en  cinco 
años.  Para  poder  realizar  este  compromiso  ha  sido 
necesario  hacer  recortes  en  los  sectores  relacionados  con 
el  bienestar  social.  El  sector  de  la  salud  se  encuentra  entre 
los  afectados  y su  impacto  se  ha  dejado  sentir  en  Puerto 
Rico.  En  1985  se  redujo  en  más  de  7 billones  de  dólares  el 
programa  de  nutrición  infantil  de  la  nación,  hubo 
recortes  sustanciales  en  los  programas  del  Medicaid  v 
Head  Start  entre  otros.  Estos  “ahorros”  que  afectan  la 
salud  de  los  niños  y otros  ciudadanos  americanos 
servirán  para  pagar  la  construcción  de  equipo  bélico 
como  bombarderos  B-1  a un  costo  de  57.7  millones  cada 
uno,  submarinos  nucleares  trident  a un  costo  de  1.6 
billones  cada  uno,  y el  proyecto  de  cohetes  MX  a un 
costo  de  4.5  billones  entre  muchos  otros.  Rusia  y las  otra 
potencias  nucleares  ha  actuado  en  manera  similar  para 
poder  mantener  el  equilibrio  de  poder.  El  gasto  militar 
per  cápita  de  los  países  del  mundo,  principalmente  los 
países  subdesarrollados,  sobrepasa  el  gasto  por  persona 
en  salud  y educación.  ¿Es  este  el  precio  que  la  seguridad 
nacional  exige  de  las  naciones  y sus  ciudadanos? 

Cuando  en  1967  la  Organización  Mundial  de  la  Salud 
lanzó  su  campaña  para  erradicar  la  viruela  no  contó  con 
el  entusiasmos  que  dedican  los  gobiernos  para  abastecer 
sus  arsenales  nucleares.  No  fue  hasta  diez  años  después 
que  se  registró  el  último  caso  de  viruela  en  el  mundo, 
enfermedad  que  había  costado  la  vida  a millones  de 
miembros  de  la  humanidad  a través  de  su  historia.  El 
costo  de  esta  empresa  sin  precedentes  fue  de  300  millones 
de  dólares,  cifra  que  algunos  vieron  como  excesiva  sin 
pensar  que  representa  menos  de  lo  que  cuestan  15 
minutos  de  la  defensa  nacional  americana.  En  1982  las 
naciones  del  mundo  gastaron  650  billones  de  dólares  en 
armas  de  las  cuales  100  billones  se  gastaron  en  armas 
nucleares.  Se  me  ocurre  una  manera  más  justa  de  gastar 
ese  dinero.  La  ayuda  de  todas  las  naciones  a los  países  del 
tercer  mundo  es  menos  de  5%  del  gasto  militar  mundial. 
Proveer  agua  potable  a más  de  la  mitad  de  la  población 
mundial  que  la  necesita  sería  posible  a un  costo  de 
30  billones  de  dólares  anuales  o el  equivalente  de  17  días 
del  gasto  mundial  en  armas.  Alrededor  de  800  millones  de 
personas  sufren  de  malaria  en  el  mundo  y cerca  de  1 
millón  de  niños  mueren  en  Africa  como  consecuencia  de 
esa  enfermedad.  El  costo  del  gasto  militar  por  12  horas 
podría  pagar  todo  el  programa  para  el  control  de  malaria 
de  la  Organización  Mundial  de  la  Salud.  Se  estima  que 
alrededor  de  2 millones  de  personas  mueren  cada  año  de 
sarampión,  polio,  tuberculosis,  difteria,  tétano  y otras 
enfermedades  que  pueden  ser  prevenidas  por  medio  de 
vacunas.  El  costo  de  inmunizar  3 millones  de  niños  es  de 
20  millones  de  dólares  equivalentes  al  costo  de  un  avión 
de  batalla.  Entre  450  millones  y un  billón  de  personas  en 
el  mundo  tienen  menos  comida  que  la  necesaria  para 
sobrevivir.  En  1978  más  de  12  millones  de  niños  murieron 
de  malnutrición  o sus  consecuencias.  Un  programa  que 
provea  la  comida  esencial  a las  personas  necesitadas  del 
mundo  costaría  aproximadamente  80  billones  de  dólares 
anuales  y el  mismo  podría  llevarse  a cabo  si  las  naciones 
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del  mundo  dedicaran  12%  de  su  gasto  militar  anual  para 
ese  fin.  Los  recursos  económicos  dedicados  por  los 
Estados  Unidos  a la  producción  de  armas  nucleares 
podrían  ayudar  a resolver  muchos  de  los  poblemas 
sociales  y de  salud  de  muchos  estados  y Puerto  Rico. 

¿Cuál  debe  ser  la  participación  del  médico  y otros  tra- 
bajadores de  la  salud  pública  en  la  prevención  de  la 
guerra  nuclear?  Si  la  función  del  médico  como  educador 
es  aceptada  por  la  sociedad,  los  médicos  debemos 
enseñar  a nuestros  líderes  y ciudadanos  cómo  la  mal  utili- 
zación de  recursos  en  armas  y el  peligro  que  representa  la 
guerra  nuclear  afectan  la  salud  del  pueblo.  Una  de 
nuestras  responsabilidades  como  consejeros  en  salud  es 
establecer  claramente  que  el  costo  de  la  tecnología  para  la 
guerra  debería  emplearse  para  apoyar  programas 
sociales  que  beneficien  la  salud  y el  bienestar  de  los 
ciudadanos. 

Quisiera  dar  la  voz  de  alerta  en  contra  de  la  creencia  de 
algunas  personas  ingenuas  de  que  la  guerra  nuclear  puede 
ser  ganada  por  la  nación  del  bando  a que  pertenece  o que 
se  puede  ganar  una  guerra  nuclear  limitada.  La  informa- 
ción que  les  he  presentado  (que  es  solo  una  fracción  de  la 
amenaza  que  la  guerra  nuclear  representa  para  la 
humanidad)  indica  que  ambas  aseveraciones  son  incor- 
rectas. De  ocurrir  un  intercambio  nuclear  entre  las 
potencias  nucleares  dicho  conflicto  muy  probablemente 
escalaría  hacia  el  uso  total  de  las  fuerzas  disponibles. 
Estas  ideas  de  victoria,  falsamente  esperanzadoras, 
sirven  los  propósitos  de  aquellos  que  apoyan  un  plan  de 
defensa  civil  haciendo  creer  al  ciudadano  que  los  refugios 
antinucleares  o la  relocalización  de  la  población  civil  en 
áreas  rurales  son  medidas  efectivas  para  proteger  al 
ciudadano  durante  o después  del  ataque.  En  un  inter- 
cambio total  de  armas  nucleares  la  destrucción  causada 
por  la  detonación  de  bombas  inicialmente,  la  radiación 
residual  en  el  medio  ambiente,  y el  invierno  nuclear  hacen 
prácticamente  imposible  la  sobrevivencia  durante  la 
estadía  en  un  refugio  o al  salir  de  el. 

La  carrera  armamentista  ha  hecho  que  las  naciones 
envueltas  se  encuentren  atrapadas  en  un  juego  de  balance 
de  poder  que  no  parece  tener  límites.  A medida  que  se 
aumenta  los  arsenales  nucleares  mundiales  se  hace  más 
difícil  la  búsqueda  de  la  paz.  La  desesperación  es  tal  que 
ya  los  confines  de  la  tierra  son  insuficientes  para  asegurar 
la  defensa  de  las  naciones.  No  es  sorprendente,  pero  si 
alarmante,  que  el  presidente  de  los  Estados  Unidos 
quiera  comprometer  la  nación  en  un  programa  espacial 
para  la  defensa  iniciando  asi  la  era  de  la  guerra  en  el 
espacio.  Será  cuestión  de  tiempo  para  que  nos  enteremos 
de  la  intención  de  las  demás  potencias  nucleares  de 
implementar  programas  similares  acelerando  aún  más  la 
carrera  armamentista.  ¿Hasta  dónde  llegaremos  sin  que 
ocurra  el  holocausto?  La  carrera  armamentista  debe 
terminar.  Los  ciudadanos  debemos  establecer  bien  claro 
ante  nuestros  líderes  que  el  costo  de  la  seguridad  nacional 
no  debe  poner  en  riesgo  la  salud.  Como  ciudadanos  y 
profesionales  de  la  salud  concientes  debemos  rechazar 
cualquier  proyecto  que  afecte  la  salud  de  nuestro  pueblo. 
Las  potencias  nucleares  deben  terminar  el  juego  de  equili- 
brio de  poder  en  la  mesa  de  negociaciones  antes  de  que 
termine  en  la  guerra  nuclear  con  la  humanidad 
aniquilada,  sin  vencidos  ni  vencedores. 
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¿Qué  es  el  SIDA? 

El  SIDA  es  una  enfermedad  causada  por  el  virus 
llamado  virus  de  inmunodeficiencia  humana  (VIH).  El 
SIDA  es  la  manifestación  más  severa  de  esta  infección. 
La  infección  por  el  VIH  inicialmente  causa  una  serie  de 
síntomas  no  específicos,  como  fiebre,  malestar  general  y 
agradamiento  de  las  glándulas  (nódulos)  linfáticos.  En 
esta  fase  se  parece  a monunucleosis  infecciosa.  Una  vez 
pasa  esta  etapa,  la  infección  puede  comenzara  progresar 
gradualmente  y manifestar  la  persona  infectada  síntomas 
como  fiebre,  perdida  de  peso,  diarreas,  nódulos  linfáticos 
grandes,  infección  por  hongos  como  candida  en  la  boca  y 
progresa  hasta  que  la  persona  tiene  infecciones  severas  o 
la  persona  infectada  desarrolla  tumores  malignos.  Otra 
posibilidad  es  que  en  la  persona  infectada,  el  VIH  entra 
en  una  etapa  latente  o dormido  y la  persona  no  tiene 
síntomas  pero  es  un  portador  de  la  enfermedad.  La 
infección  en  la  etapa  latente  subsiguientemente  se  activa  y 
progresa  hasta  llegar  a el  SIDA.  Toda  persona  infectada 
puede  transmitir  la  infección  a otros.  El  VIH  tiene  la 
capacidad  de  infectar  células  específicas  llamadas  linfo- 
citos  T-4  y monocitos,  esta  infección  puede  destruir  estas 
células  o estar  latente  para  luego  reactivarse  por 
estímulos  inmunológicos  o por  otras  infecciones  virales 
para  destruir  al  linfocito  y o al  monocito.  Como 
resultado  de  la  destrucción  de  los  linfocitosel  sistema  de 
defensa  inmunológico  del  organismo  se  destruye,  y las 
personas  infectadas  están  indefensas  contra  infecciones  y 
contra  ciertas  clases  de  tumores  malignos  o cáncer. 

¿Qué  le  pasa  a los  infectados  por  el  VIH? 

Toda  persona  infectada  por  el  virus,  lo  puede 
transmitir  a otros.  La  persona  infectada  puede  gradual- 
mente ir  progresando  en  su  enfermedad.  No  se  sabe  la 
velocidad  de  progresión.  Si  hay  datos  que  demuestran  en 
un  estudio  que  en  3 años  entre  el  30  y 38  porciento  de  los 
infectados  tienen  SIDA  y en  otro  estudio  demuestra  que  a 
los  76  meses  de  infección  el  78  porciento  de  los  infectados 
tienen  síntomas.  El  porcentaje  de  infectados  que  desa- 
rrolla SIDA  aumenta  con  el  tiempo.  Una  vez  una  persona 
desarrolla  SIDA,  se  sabe  en  la  actualidad  que  el 
90  porciento  muere  en  un  término  de  24  meses.  La 
infección  dura  toda  la  vida  del  paciente. 


*Catedrático  de  Medicina,  Director  de  Enfermedades  Infecciosas, 
Programa  de  Enfermedades  Infecciosas,  Escuela  de  Medicina  — UPR, 
Hospital  de  Veteranos  y Hospital  Universitario 


¿Quién  transmite  el  VIH?  ¿Sólo  las  personas  con  SIDA? 

El  virus  es  transmitido  por  todos  los  infectados.  Los 
portadores  sanos,  un  número  grande,  juegan  el  papel  más 
importante  en  la  transmisión.  Pueden  estar  infectados 
durante  años  e infectar  a otros  sin  saberlo,  aun  a sus 
parejas  sexuales  más  íntimas. 

¿Cómo  se  transmite  el  VIH? 

Por  las  relaciones  sexuales.  Como  el  VIH  se  encuentra 
en  el  semen  y en  las  secreciones  vaginales,  la  transmisión 
por  contacto  sexual  puede  ocurrir  de  hombre  a mujer,  de 
mujer  a hombre,  o de  hombre  a hombre.  Los  grupos  de 
más  alto  riesgo  de  transmisión  sexual  son,  sin  lugar  a 
dudas,  los  hombres  y las  mujeres  (homosexuales  o 
heterosexuales)  que  tienen  muchos  compañeros  o 
compañeras  de  actividad  sexual. 

Por  la  sangre  y productos  de  la  sangre.  Las  transfusiones 
de  sangre  contaminada  de  HIV  pueden  infectar  al 
receptor.  Sin  embargo  en  Puerto  Rico  los  bancos  de 
sangre  tiene  que  examinar  sistemáticamente  la  sangre  y 
deben  rechazar  la  que  contiene  anticuerpos  en  contra  de 
este  virus.  Desde  1985  los  productos  coagulantes  de  la 
sangre  para  combatir  trastornos  como  la  hemofilia  se 
están  tratando  para  matar  el  VIH. 

Por  agujas  no  esterilizadas  compartidas.  Los  consumi- 
dores de  drogas  ilegales  que  se  administran  por  via 
endovenosa  constituyen  un  grupo  de  alto  riesgo,  porque 
muchos  de  ellos  comparten  agujas  y jeringas  sin  la  debida 
esterilización.  Pero  cualquier  instrumento  no  esterilizado 
que  traspase  la  piel  incluso  las  agujas  para  perforar  los 
lóbulos  de  la  oreja  o para  hacer  tatuajes  puede  trasmitir  la 
enfermedad  de  persona  a persona. 

De  madre  a hijo.  La  mujer  infectada  de  VIH  puede 
contagiar  al  feto  durante  el  embarazo,  durante  el  parto  o 
poco  después  de  dar  a luz.  También  es  posible  que  la 
madre  infectada  transmita  el  virus  a su  hijo  al  amaman- 
tarlo, a través  de  la  leche  materna. 

¿Cómo  no  se  transmite  el  VIH? 

El  VIH  no  se  transmite  por  contacto  casual  en  la 
escuela,  en  el  centro  de  trabajo,  en  la  piscina  o en  el 
mercado.  Tampoco  se  transmite  por  usar  asientos  en  los 
baños,  por  apretones  de  manos,  abrazos,  besos  rápidos, 
comer  en  el  mismo  plato,  beber  del  mismo  vaso,  ni  por 
quienes  manipulan  los  alimentos  en  los  restaurantes. 
Tampoco  lo  transmiten  los  mosquitos. 
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El  Sida 


Bol.  Asnc.  Med  P.  Rico  - A^oslo  1987 


¿Cómo  puede  usted  protegerse? 

Evite  ser  promiscuo  (tener  muchos  compañeros  o 
compañeras  de  actividad  sexual).  Las  parejas  no  infec- 
tadas que  han  llevado  relaciones  sexuales,  monógamas 
mutuamente  satisfactorias  por  lo  menos  durante  ocho 
años  no  corren  el  riesgo  de  contraer  el  SIDA  mediante 
transmisión  sexual.  Absténgase  de  tener  relaciones 
sexuales  con  personas  cuyas  actividades  las  catalogan  en 
un  grupo  de  alto  riesgo. 

Si  no  tiene  usted  la  seguridad  absoluta  de  que  usted  o 
su  pareja  no  son  portadores  del  virus,  deben  tomar 
medidas  protectoras.  Eviten  las  relaciones  sexuales  con 
penetración  (vaginal,  oral  o anal),  o utilice  un  condón  de 
latex  que  impide  el  contacto  con  semen  y/o  con  las 
secreciones  vaginales.  El  condón  deberá  usarse  incluso 
durante  las  caricias  preliminares,  si  hay  oportunidad  de 
contacto  entre  los  genitales.  El  condón  no  garantiza  la 
protección;  pero  si  se  usa  correctamente,  y cada  vez, 
disminuye  mucho  el  riesgo. 

No  comparta  objetos  que  podrían  contaminarse  con 
sangre.  Por  ejemplo:  navajas  de  rasurar  o rasuradora 
eléctricas,  cepillos  de  diente  o cualquier  instrumento  que 
traspase  la  piel.  Cada  vez  que  se  utilize  una  navaja,  ya  sea 
en  una  barbería  o peluquería  esta  debe  ser  desechable  o 
usted  proporcionar  la  suya. 


¿Qué  puede  hacer  usted  si  sospecha  que  puede  estar 
infectado  o que  podría  contraer  la  infección? 

Si  sospecha  usted  que  se  ha  infectado  o si  ha  partici- 
pado en  las  actividades  de  alto  riesgo  anteriormente 
descritas,  debe  someterse  a una  evaluación  médica.  El 
médico  le  recomendará  la  prueba  para  detectar  infección. 
Para  hacer  esta  prueba,  se  extrae  un  poco  de  sangre  del 
brazo,  como  cualquier  prueba  hematológica  normal. 

Informe  a su  compañero  o compañera  sexual  de  estas 
sospechas  y,  si  continúan  las  relaciones  sexuales,  proteja 
a su  pareja  sexual  evitando  el  sexo  con  penetración,  o 
bien  utilizando  un  condón.  Es  su  responsabilidad 
informar  a su  pareja  sexual  si  usted  está  infectado.  Se 
considerará  que  usted  esta  infectado  si  usted  tiene  una 
prueba  de  ELISA  positiva  confirmada  por  Western  Blott 
u otra  confirmación  aceptada  por  las  autoridades  en  la 
materia.  No  done  sangre,  ni  un  órgano  corporal,  no  done 
semen. 

Las  mujeres  en  edad  de  procrear  que  hayan  contraido 
la  infección  o sospechan  que  podrían  contraería  por 
haber  tenido  relaciones  sexuales  con  alguien  del  grupo  de 
alto  riesgo,  por  sus  patrones  de  conducta  sexual 
promiscua  o por  tener  dudas  de  su  compañero  sexual 
deben  consultar  al  médico.  El  embarazo  entraña  peligro 
para  la  madre  infectada,  y existe  el  50%  de  probabilida- 
des de  que  el  hijo  de  esa  mujer  nazca  infectado. 


“YESJHERE  IS  LIFE  AFTER 
BREAST  CANCER. 

AND  TNAT’S  THE  WHOLE  POINT.” 

-Ann  Jíllian 

A lot  of  women  are  so  afraid  of 
breast  cancer  they  don’t  want  to  hear 
about  it. 

And  that’s  what  frightens  me. 
Because  those  women  won’t  prac- 
tice breast  self-examination  regularly. 

Those  women,  particularly  those 
over  35,  won’t  ask  their  doctor  about  a 
mammogram. 

Yet  that’s  what’s  required  for  breast 
cancer  to  be  detected  early.  When  the 
cure  rate  is  90%.  And  when  there’s  a 
good  chance  it  won’t  involve  the  loss 
of  a breast. 

But  no  matter  what  it  involves,  take 
it  from  someone  who’s  been  through 
it  all. 

Life  is  just  too  wonderful  to  give  up 
on.  And,  as  I found  out,  you  don’t  have 
to  give  up  on  any  of  it.  Not  work,  not  play,  not  even  romance. 

Oh,  there  is  one  thing,  though. 

You  do  have  to  give  up  being  afraid  to  take  care  of  yourself. 


^AAAERICAN  CANCER  SOQEIY^ 

^ Get  a checkup.  Life  is  worth  it. 
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A successful  bank 
is  an  essential  partner 
In  business. 

In  Banco  de  Ponce  you  will  find  oil  the 
financial  services  your  success  demands: 

Efficiency  in  operations  unequai  in 
Puerto  Rico's  world  of  financing,  state  of  the 
art  technology  and  customer-oriented 
professionals  to  take  care  of  your  needs 
from  day  to  day. 

We  also  have  an  extensive  network  of 
corresponding  banks  accross  the  United 
States  and  in  the  most  important  business 
centers  of  the  world. 

Banco  de  Ponce  is  your  best  investment 
in  Puerto  Rico. 

Why  not  drop  by  Banco  de  Ponce’s 
branch  nearest  you  or  call  our  Institutional 
Banking  Group  at  (809)  751-2527. 

L 

OflNCO  K PONC€ 

Un  pQso  odelonte...  ¡siempre! 

Member  F.D.I.C.  and  Federal  Reserve  System 
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COMUNICACIONES  BREVES 


Dengue  in  Puerto  Rico 

Duane  J.  Gubler,  Sc.D.* 


Although  dengue  has  occurred  in  Puerto  Rico  for 
many  years,  the  disease  has  become  hyperendemic  with 
multiple  dengue  virus  serotypes  being  transmitted 
simultaneously  since  1984.  This  change  in  the  epidemio- 
logy of  dengue  has  led  to  the  emergence  of  a new,  severe 
and  fatal  form  of  disease  in  Puerto  Rico  called  dengue 
hemorrhagic  fever/dengue  shock  syndrome  (DHF/DSS). 
In  1985,  the  first  case  was  reported,  and  during  the  1986 
epidemic  we  had  significant  numbers  of  DHF/DSScases 
(29  per  1 ,000  confirmed  cases  of  dengue)  for  the  first  time 
in  our  history.  There  were  three  confirmed  fatalities,  but 
many  others  probably  went  undiagnosed. 

DHF/DSS  is  primarily  a disease  of  children  under  the 
age  of  15  years,  although  it  can  also  occur  in  adults.  The 
acute  phase  of  illness  is  similar  to  any  other  viral  illness 
and  is  frequently  misdiagnosed  as  “monga”,  influenza, 
or  simply  viral  syndrome.  It  is,  therefore,  very  important 
that  physicians,  especially  pediatricians,  include  dengue/ 
DHF/DSS  in  the  differential  diagnosis  of  common  viral 


Chief.  Dengue  Branch.  Director  San  Juan  Laboratories.  Center  for 
Disease  Control 


syndrome.  DHF/DSS  may  cause  high  fatality  rates  (30- 
50%)  in  communities  where  physicians  are  not  aware  of 
the  disease.  With  early  diagnosis  and  proper  manage- 
ment, however,  the  disease  is  very  treatable  and  fatality 
rates  can  generally  be  kept  below  1%  if  parents  are  also 
educated  about  the  disease. 

Our  surveillance  data  suggest  that  we  may  have  an 
epidemic  of  dengue  2 in  1987.  This  serotype  has  not 
caused  an  epidemic  since  1976-1977,  and  thus  all  children 
in  Puerto  Rico  under  the  age  of  1 1 years  are  susceptible  to 
dengue  2.  Our  concern  is  that  DHF/DSS  is  mainly  a 
disease  of  children,  and  that  historically  dengue  2 has 
been  more  frequently  associated  with  hemorrhagic 
disease.  Collectively,  the  data  suggest  Puerto  Rico  is  at 
high  risk  for  epidemic  DHF/DSS. 

This  brief  communication  is  to  ask  your  help  in  pre- 
venting a major  epidemic  of  DHF/DSS  from  occurring 
in  Puerto  Rico.  We  encourage  all  physicians,  especially 
pediatricians  to  learn  as  much  as  possible  about  clinical 
diagnosis  and  treatment  of  DHF/DSS,  help  us  educate 
parents  about  signs  and  symptoms  that  lead  to  severe 
disease  and  about  how  to  prevent  DHF/DSS  by  control- 
ling the  mosquitoes. 


No\^(Breast(]ancer 

HasVirtuallvNowhere 

Tbffide. 


Tlie  best  weapon  tigainst  breast  cancer  is  early 
detection,  .^nd  that's  wiiy  a mammogram  is  so  important. 

It  “sees"  breast  cancer  before  there's  a lump,  wtien  the  cure 
rates  are  near  100%.  That  could  save  your  hfe;  it  might 
e\’en  sa\T  your  breast. 

.\lthougli  not  perfect,  a mammogram  is  still  the  most 
elfecth  e weapon  against  breast  cancer.  And  if  you're 
o\’er  37.  it’s  essential  you  have  one.  Because  all  breast 
cancer  needs  is  a place  to  hide. 

Have  A Mammogram.  Uerion 
Give  Yourself  The  Chance  Of  A Lifetime.  tSa^’ 
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ASOCIACION  PUERTORRIQUEÑA  DEL  CORAZON 

SESION 

ClENTinCA 

ANUAL 

CASD1987 

9,  10  y 1 1 de  octubre  de  1987 
Palmas  del  Mar,  Humacao 

CONFERENCIANTES  INVITADOS  Y TEMAS  A TRATARSE: 


Félix  Tristani,  M.D. 

“Exercise  Testing  in  C.H.F.” 

“Lessons  from  the  CASS  Study” 

Kanu  Chaterjee,  M.D. 

“Bedside  Hemodynamic  Monitoring” 

“Neuroendocrine  Dysfunction  in  Heart 

Failure-Therapeutic  Implications”. 

William  Quiñones,  M.D. 

“Cirugía  de  Lesiones  de  la  Arteria  Carótida”. 

“Cirugía  Vascular  en  Situaciones  Especiales”. 

Daniel  S.J.  Choy,  M.D. 

“Laser  in  Cardiovascular  Disease” 

“Ventricular  Assist  Device”. 

Fredrick  Bierman,  M.D. 

“Cardiac  Masses:  Congenital,  Acquired, 

Introgenic  Mistaken!” 

“Invasive  Cardiac  Ultrasound:  Cardiac  Ultrasound 

Guidance  of  Bedside  Endomyocardial  Biopsy;  Right 

Heart  Catheterization,  Pericardiocentesis, 

Thoracentesis  and  Atrial  Septostomy”. 

William  Virgil  Brown,  M.D. 

“Cholesterol:  Determining  the  Risk”. 

“Treatment  of  Lipoprotein  disorders”. 

Uri  Elkayan,  M.D. 

“The  approach  to  Acquired  and  Congenital  Heart 

Disease  in  Pregnancy”. 

“Clinical  Considerations  in  the  Management  of 

Pregnancy  in  patients  with  Prosthetic  Heart  Valve”. 

Paul  Levine,  M.D. 

“Bedside  Diagnosis  of  Pacing  System  Malfunction”. 
“Hemodynamic  Considerations  in  Cardiac  Pacing.” 

Robert  O’Rourke,  M.D. 

“Diagnosis  and  Treatment  of  Heart  Disease 
in  the  Elderly”. 

“Risk  Stratification  in  Patients  with  Right 

Myocardial  Infarction”. 

* SE  INCLUIRA  ADEMAS,  UNA  SESSION  PARA  PONENCIAS  SOBRE  TRABAJOS  DE 
INVESTIGACION  LOCAL. 


PARA  INEORMACION  ADICIONAL,  LLAMAR  AL  TELEEONO:  751-6595 


PHYSICIANS^ 
SCHEDULE 
SOHdETUMEFOR 
YOUR  COUNTRY. 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
ACHAUENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It’s  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you’ll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You’ll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you’ll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country.  We’ll  arrange  your  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Armv  Medical  Personnel  Counselor. 


PHYSICIANSJHERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOU'LL  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

TÑVO,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It’s  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a variety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEAUYOUCANBE. 


HERE'S  ONE  DOCTOR 
WHOVfON'TRAY 
HIS  MALPRAaKE 
PREMIUMS  THIS  YEAR. 

The  Army  covers  his  premiums. 
Since  he’s  an  Army  Physician , there  are 
a lot  of  worries  associated  with  private 
practice  that  he  won’t  have  to  con  tend 
with.  Likeexcessive  paperwork,  and  the 
overhead  costs  incurred  in  running  a 
privatepractice. 

What  he  will  get  is  a highly  challeng- 
ing, highly  rewardingexperience.  The 
Armyoffersvaried  assignments, 
chances  to  specialize,  or  further  your 
education,  and  to  work  with  a team  of 
dedicated  healthcare  professionals. 

Plus  a generous  benefits  package. 

If  you ’re  interested  in  practicing  high 
quality  health  care  with  a minimum  of 
administrative  burdens,  examine  Army 
medicine.!  alk  to  your  local  Army 
Medical  Department  Cou  nselor  for 
more  information 

ARMY  MEDICINE. 
BEAUYOUCANBE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


ARMY  MEDICINE 
3101  MAGUIRE  BLVD 
ESSEX  BLDG.  SUITE  166 
ORLANDO  FL  32803 
CALLCOLLECT:  (305)  896-0780 


Special  Report 


Recreational  and  Occupational  Recommendations  for 
Young  Patients  With  Heart  Disease 

A Statement  for  Physicians  by  the  Committee  on  Congenital 
Cardiac  Defects  of  the  Council  on  Cardiovascular 
Disease  in  the  Young,  American  Heart  Association 


Howard  P.  Gutgesell,  M.D.,  Chairman;  Ira  H.  Gessner,  M.D.,  Victoria  L.  Vetter,  M.D., 
Steven  M.  Yabek,  M.D.,  J.B.  Norton  Jr,  M.D.,  Members 


The  physician  who  counsels  young  patients 
with  heart  disease  often  makes  recommenda- 
tions for  both  recreational  and  occupational 
activities.  This  statement  updates  and  expands  the  rec- 
ommendations published  by  the  American  Heart  Asso- 
ciation in  1971 .* 

Classification  of  Recreational  Activity 

Category  I 
No  Restrictions 

Activities  may  include  endurance  training,  interscho- 
lastic athletic  competition,  contact  sports. 

Category  II 
Moderate  Exercise 

Activities  include  regular  physical  education  classes, 
tennis,  baseball. 

Category'  III 
Light  Exercise 

Activities  include  nonstrenuous  team  games,  recrea- 
tional swimming,  jogging,  cycling,  golt. 

Category  IV 
Moderate  Limitation 

Activities  include  attending  school,  but  no  participa- 
tion in  physical  education  classes. 


*American  Heart  Association:  Recreational  and  Occupational 
Recommendations  for  Use  hy  Physicians  Counseling  Young  Pa- 
tients with  Heart  Disease.  A Statement  of  the  Ad  Hoc  Committee 
on  Habilitation  of  the  Young  Cardiac  of  the  Counsel  on  Cardiovas- 
cular Disease  in  the  Young  of  the  American  Heart  Association. 
New  York,  AHA,  1971. 

Correspondence  regarding  this  statement  should  be  directed  to 
the  Office  of  Scientific  Affairs,  American  Heart  Association,  7320 
Greenville  Avenue,  Dallas,  TX  7.S231. 


Category'  V 
Extreme  Limitation 

Activities  include  homebound  or  wheelchair  activities 
only. 

Classification  of  Occupational  Activity 

The  Dictionary'  of  Occupational  Titles*  offers  the 
most  comprehensive  data  on  the  physical  demands  of 
specific  occupations.  Four  thousand  Jobs  have  been 
evaluated,  using  the  five  grades  defined  below.  The 
categories  are  analogous  to  those  for  recreational  ac- 
tivities. 

Category'  I 
Very  Heavy  Work 

Peak  load  of  7.6  cal/min  and  above.  Involves  lifting 
objects  in  excess  of  100  lb,  with  frequent  lifting  and/or 
carrying  of  objects  weighing  50  lbs  or  more. 

Category  II 
Heavy  Work 

Peak  load  of  7.6  cal/min  and  above.  Involves  lifting 
100  lb  maximum,  wijh  frequent  lifting  and/or  carrying 
of  objects  weighing  up  to  50  lb. 

Category'  III 
Medium  Work 

Peak  load  of  5.0  to  7.5  cal/min.  Involves  lifting  50  lb 
maximum,  with  frequent  lifting  and/or  carrying  of  ob- 
jects weighing  up  to  25  lb. 

Category  IV 
Light  Work 

Peak  load  of  2.6  to  4.9  cal/min.  Involves  lifting  20  lb 
maximum,  with  frequent  lifting  and/or  carrying  of  ob- 
jects weighing  up  to  10  lb.  Even  though  the  weight 


*Dictionary  of  Occupational  Titles,  ed  3,  suppi  2.  Washington, 
DC,  US  Department  of  Labor,  1968,  p A-l. 
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may  be  negligible,  a job  is  also  in  this  category  if  it 
requires  considerable  walking  or  standing,  or  if  it  in- 
volves sitting  most  of  the  time  with  some  pushing  and 
pulling  of  arm  and/or  leg  controls. 

Category  V 

Diagnosis 

Hypertension  (with  or 
without  treat- 
ment) 

Recreational 

Occupational 

Sedentary  Work 

Mild 

I 

II 

Peak  load  of  2.5  cal/min  and  below.  Involves  lifting  10 
lb  maximum  and  occasionally  lifting  and/or  carrying 
such  articles  as  dockets,  ledgers,  and  small  tools.  Al- 
though a sedentary  job  is  defined  as  one  that  involves 

Moderate  or  severe 

Mitral  Insufficiency 
Mild,  without  cardi- 

III 

III 

sitting,  a certain  amount  of  walking  and  standing  is 
often  necessary.  Jobs  are  sedentary  if  walking  and 
standing  are  required  only  occasionally  and  other  sed- 

ac enlargement 
Moderate  (mild  to 
moderate  cardiac 

I 

II 

entary  criteria  are  met. 

enlargement) 
Severe  (marked  car- 
diac enlargement 
and/or  atrial  fi- 

II 

III 

Defects  and  Restrictions 

brillation) 

IV 

V 

Diagnosis  Recreational  Occupational  Mitral  Stenosis 

Mild  (normal  heart 


Aortic  Insufficiency 

size,  no  symp- 

Mild (normal  heart 

toms) 

II 

III 

size) 

I 

II 

Moderate  (mild  to 

Moderate 

III 

III 

moderate  cardiac 

Severe 

IV 

IV 

enlargement) 

IV 

IV 

Severe  (marked  car- 

Aortic Stenosis  (with 

diac  enlargement. 

or  without 

and/or  atrial  fi- 

surgery) 

brillation) 

IV 

V 

Mild 

I 

II 

Moderate 

III 

III 

Mitral  Valve  Prolapse 

Severe 

IV 

IV 

Mild,  no  symp- 

toms* 

I 

I 

Atrial  Septal  Defect 

(see  also  mitral 

(with  or  without 

insufficiency. 

surgery) 

arrhythmia) 

No  pulmonary  vas- 

cular obstructive 

Myocarditis 

disease  (PVOD) 

I 

I 

Active 

V 

V 

Mild  to  moderate 

Chronic  (over  3 

PVOD 

III 

III 

months’  duration) 

IV 

V 

Moderate  to  severe 

PVOD 

IV 

IV 

Patent  Ductus  Arterio- 

Card iomyopathy 

sus  ( with  or  with- 
out surgery) 

Congestive  (dilated) 

IV 

V 

No  PVOD 

I 

I 

Hypertrophic 

III 

IV 

Mild  to  moderate 

PVOD 

III 

III 

Coarctation  of  the 

Moderate  to  severe 

Aorta* 

PVOD 

IV 

IV 

Operated,  normal 

blood  pressure 

I 

I 

Pulmonary  Stenosis 

Hypertensive  (with 

(with  or  without 

or  without  sur- 

surgery) 

gery) 

III 

III 

Mild 

I 

I 

♦Exercise  testing  recommended  prior  to  athletic  competition. 
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IV)/.  7g  Num.  X 


Diagnosis 


Recreational  Occupational  Diagnosis 


Recreational  Occupational 


Moderate 

Severe 

Pulmonary  Hyperten- 
sion (idiopathic) 
Pulmonary  artery 
pressure  <0.50 
systemic 

Pulmonary  artery 
pressure  >0.50 
systemic 

Tetralogy  of  Fallot 
Postoperative,  RV 
pressure  <50  mm 
Hg* 

Postoperative,  RV 
pressure  >50  mm 
Hg  or  marked 
cardiomegaly 


III  III 

IV  IV 

III  IV 

IV  V 

I II 

III  III 


Premature  ventricu- 
lar contractions 
Normal  heart 
Congenital  or 
acquired  heart 
disease,  with 
or  without 
operation 
Supraventricular 
tachycardia 
Ventricular  tachy- 
cardia 

Normal  heart 
Congenital  or  ac- 
quired heart 
disease,  with 
or  without 
operation 
Wolff-Parkinson- 
White  Syndrome 


I I 

III  III 

I II 

II  II 

IV  IV 

I I 


Ventricular  Septal  De- 
fect (operated  or 
unoperated) 

No  PVOD  I 

Mild  to  moderate 
PVOD  III 

Moderate  to  severe 

PVOD  IV 

Other  Major  Defects** 
(unoperated  or 
palliated  only 
[e.g.,  tricuspid 
atresia,  pulmo- 
nary atresia, 

Ebstein' s 

anomaly])  III 

Other  Major  Defects** 
(postoperative 
intracardiac 
repair  [e.g.,  trans- 
position of  the  great 


arteries,  tricuspid 
atresia])  II 

Cardiac  Arrhythmias 
Complete  heart 
block  II 

Pacemaker  (artifi- 
cial) II 

Premature  atrial 
contractions  I 


I 

III 

IV 


IV 


III 


II 

II 

I 


^Exercise  testing  recommended  prior  to  athletic  competition. 

**Marked  individual  variation  exists  for  these  categories.  Rec- 
ommendations should  be  adjusted  for  individual  requirements. 


Additional  Considerations 

Exercise  Testing.  Treadmill  or  bicycle  exercise  test- 
ing with  electrocardiographic  and  blood  pressure  mon- 
itoring may  be  used  to  assess  exercise  capacity  and  the 
likelihood  of  serious  cardiac  arrhythmias  precipitated 
by  exercise.  Such  testing  should  be  strongly  consid- 
ered in  the  recommendations  for  cardiac  patients  wish- 
ing to  participate  in  Category  I or  II  activities. 

Cardiac  Rehabilitation.  Widely  used  for  adults  fol- 
lowing myocardial  infarction,  cardiac  rehabilitation 
programs  for  young  cardiac  patients  have  been  devel- 
oped in  several  areas.  Supervised  exercise  programs 
increase  exercise  capacity  and  help  patients  (and  par- 
ents) overcome  their  fear  of  exercise. 

Nature  of  Work  or  E.xercise.  The  nature  of  the  work, 
i.e.,  isometric  (static)  or  isotonic  (dynamic),  signifi- 
cantly affects  the  circulatory  response.  Isometric  exer- 
cise (weight  lifting,  wrestling,  and  gymnastics)  and 
isometric  work  (lifting,  holding,  or  carrying  heavy 
objects)  is  associated  with  a much  larger  increase  in 
systemic  blood  pressure  than  isotonic  exercise  at  a 
similar  level  of  oxygen  uptake.  Although  no  specific 
data  are  available  showing  effects  secondary  to  such 
pressure  elevation,  it  seems  prudent  to  discourage 
these  activities  in  patients  with  lesions  affecting  the  left 
ventricle,  e.g.,  aortic  stenosis  or  coarctation  of  the 
aorta. 

Risk  of  Dizziness  or  Syncope.  In  certain  recreational 
or  occupational  activities,  the  risks  of  even  brief  peri- 
ods of  dizziness  or  syncope  create  hazards  much  great- 
er than  might  be  implied  by  the  degree  of  work  itself. 
Examples  include  unsupervised  swimming,  aircraft  pi- 
loting, and  high-rise  construction.  Consideration  of 
such  hazards  is  necessary  in  making  recommendations 
for  patients  with  conditions  in  which  dizziness  or  syn- 
cope are  recognized  symptoms  (e.g.,  patients  with 
ventricular  arrhythmias  or  left  ventricular  outflow  ob- 
struction). 
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Appendix 

Below  and  on  the  following  page  are  forms  that 
can  be  used  to  record  the  physicians  recommen- 
dations for  patients’  recreational  and  occupational 
activities. 


Recommendations  for  Occupational  Activity 

Name  _ 

Diagnosis  


Recommendations  for  Recreational  Activity 


Name  

Diagnosis 
Date  


[ ] Category  I 


[ ] Category  II 


( ] Category  III 


[ ] Category  IV 


[ ] Category  V 


No  Restrictions 

Activities  may  include  endurance 
training,  interscholastic  athletic 
competition,  contact  sports. 

Moderate  Exercise 

Activities  include  regular  physical 
education  classes,  tennis,  base- 
ball. 

Light  Exercise 

Activities  include  nonstrenuous 
team  games,  recreational  swim- 
ming, jogging,  cycling,  golf. 

Moderate  Limitation 

Activities  include  attending 
school,  but  no  participation  in 
physical  education  classes. 

Extreme  Limitation 

Activities  include  homebound  or 
wheelchair  activities  only. 


Additional  Comments 


Physician 

Address 


Phone 


Date 


[ ] Category  I Very  Heavy  Work 

Peak  load  of  7.6  cal/min  and 
above.  Involves  lifting  objects 
in  excess  of  100  lb,  with  fre- 
quent lifting  and/or  carrying 
of  objects  weighing  50  lb  or 
more. 


[ ] Category  II  Heavy  Work 

Peak  load  of  7.6  cal/min  and 
above.  Involves  lifting  100  lb 
maximum,  with  frequent  lift- 
ing and/or  carrying  of  objects 
weighing  up  to  50  lb. 

[ ] Category  III  Medium  Work 

Peak  load  of  5.0  top  7.5  cal/min. 
Involves  lifting  50  lb  maximum, 
with  frequent  lifting  and/or  car- 
rying of  objects  weighing  up  to 
25  lb. 


[ ] Category  IV  Light  Work 

Peak  load  of  2.6  to  4.9  cal/min. 
Involves  lifting  20  lb  maxi- 
mum, with  frequent  lifting  and/ 
or  carrying  of  objects  weighing 
up  to  10  lb.  Even  though  the 
weight  may  be  negligible,  a job 
is  also  in  this  category  if  it 
requires  considerable  walking 
or  standing,  or  if  it  involves  sit- 
ting most  of  the  time  with  some 
pushing  and  pulling  of  arm 
and/or  leg  controls. 

[ ] Category  V Sedentary  Work 

Peak  load  of  2.5  cal/min  and 
below.  Involves  lifting  10  lb 
maximum  and  occasionally  lift- 
ing and/or  carrying  such  arti- 
cles as  dockets,  ledgers,  and 
small  tools.  Although  a seden- 
tary job  is  defined  as  one  that 
involves  sitting,  a certain 
amount  of  walking  and  stand- 
ing is  often  necessary.  Jobs  are 
sedentary  if  walking  and  stand- 
ing are  required  only  occasion- 
ally and  other  sedentary  criteria 
are  met. 
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Magnesium  and  its  Role  in  Vascular 
Reactivity  and  Coagulation* ** 

Kenneth  Weaver,  MD,  FACOG,  FACN* 


Magnesium  (Mg)  is  second  only  to  potassium  as  the 
most  plentiful  cation  in  cells  and  is  a major  and 
important  mineral.  The  recommended  daily  allowances 
for  Mg  is  300  mg/day  except  for  pregnant  and  lactating 
women  whose  needs  are  increased  by  one-half.  Some 
major  food  sources  include  cereal  grains,  green  vegetables, 
seafoods  and  some  nuts. 

Assessment  of  Mg  status  is  very  difficult  and  serum 
levels  of  1 .75  to  2.25  mg/dl  may  be  maintained  in  the  face 
of  a cellular  deficit.  This  has  led  to  confusion  in  published 
reports  with  some  concluding  that  a deficit  is  rarely,  if 
ever,  present.' 

There  is  competitive  inhibition  between  Mg  and 
calcium  (Ca)  and  the  ratio  in  the  cell  affects  systems 
ranging  from  muscle  contraction  to  the  process  of  blood 
coagulation.  The  salts  of  Mg  have  been  used  as  pharma- 
cologic agents  for  many  years  and  have  enjoyed  wide  use 
in  the  United  States  as  the  drug  for  the  treatment  of  some 
major  problems  in  pregnancy.  These  conditions  include 
the  hypertensive  disorders  of  pregnancy  and  premature 
labor  which,  when  they  are  combined,  account  for  a large 
portion  of  fetal  deaths.  The  doses  used  in  these  cases 
reach  levels  of  400  mg/hr  of  elemental  Mg  intravenously 
and  increase  serum  Mg  levels  by  fourfold.  These  levels  are 
often  necesary  to  achieve  therapeutic  goals  and  almost 
never  reach  toxic  levels. 

This  article  will  present,  in  abbreviated  form,  the  scope 
and  thrust  of  recent  and  ongoing  research  in  Mg 
physiology.  It  will  focus  on  some  clinical  entities  which 
share  a two-part  underlying  pathophysiology  consisting 
of  vasospasm  and  increased  coagulation.  These  include 
pregnancy-induced  hypertension,  stroke,  vascular  hyper- 
tension and  migraine.  The  other  areas  of  interest  are 
cardiac  arrhythmias  and  premenstrual  syndrome. 


*Comtemporary  Nutriüon,  Vol.  12.  No.  3,  1987.  Reprinted  with 
permission  from  General  Mills  Inc..  Minneapolis.  Minnesota. 

**Council  on  Nutrition  in  Obstetrics  and  Gynecology.  American 
College  of  Nutrition,  742  Washington  Street,  Montpelier,  Idaho  83254 


Magnesium  Deficiency 

Published  reports  since  1964  have  suggested  that  the 
diets  of  the  western  world  are  Mg  deficient.^  Seeling^ 
deals  at  length  with  this  subject  and  shows  a decline  in  Mg 
consumption  as  well  as  a steady  increase  in  dietary  phos- 
phate which  is  known  to  decrease  intestinal  absorbtion  of 
Mg.  More  recent  reports  have  shown  dietary  Mg 
deficiency  in  pregnant  women'*’  ^ and  teenagers  of  both 
sexes. ^ Low  dietary  intakes  are  further  compounded  by 
increased  losses  through  the  kidney.  This  is  especially 
true  of  alcoholics,^  diabetics*  and  patients  whose 
medication  includes  a diuretic.^ 

Vascular  and  Anticoagulant  Effects 

The  reactivity  of  vascular  and  other  smooth  muscle 
cells  has  recently  been  found  highly  dependent  upon  the 
ratio  of  calcium  to  Mg.  Important  data  was  derived  from 
studies  of  isolated  arterial  strips  in  vitro'’^  and  from 
measurements  of  maternal  and  fetal  vascular  resistance 
in  cases  of  women  with  premature  labor  treated  with 
Mg."  The  in  vitro  study  measured  the  contractility  of 
smooth  muscle  by  prostaglandin  stimulation  in  a bath  of 
varying  Mg  concentrations.  Contractile  response  was 
maximal  at  low  Mg  concentrations  and  was  attenuated 
when  Mg  content  was  increased . These  observations  were 
confirmed  in  the  intact  pregnant  human  female  when  Mg 
was  given  to  arrest  premature  labor.  Significant  increases 
were  observed  in  uterine  arterial  perfusion  and  in  fetal 
blood  flow.  Cardiac  output  remained  constant  and  thus 
changes  were  due  to  vascular  relaxation. 

The  anticoagulant  effect  of  Mg  has  been  known  since 
the  18th  century  but  there  has  been  a recent  interest  in  the 
effect  of  the  ion  on  blood  platelet  function.  The  first 
clinical  report  of  such  an  effect  was  a case  in  which 
thrombotic  episodes  were  corrected  by  Mg  replacement.'^ 
Elin'^  recently  reviewed  the  effects  of  Mg  on  platelet 
aggregation  and  release.  The  Lee-White  clotting  times 
were  prolonged  and  platelet  adhesiveness  reduced  by 
pharmacologic  doses  of  Mg  in  women  with  preeclampsia 
(pregnancy  hypertension).''*  Oral  doses  of  Mg  prolonged 
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the  thrombin  generation  time‘s  and  the  coagulative  effect 
of  a high  lipid  diet  was  reversed  by  Mg.‘^  Since  the  whole 
process  of  blood  clotting  is  initiated  by  the  sticking 
together  of  platelets  and  their  binding  of  fibrin  strands, 
the  above  observations  are  important  in  the  process 
known  as  disseminated  intravascular  coagulation.  This 
commonly  is  a process  which  blocks  small  arterioles  and 
thus  reduces  blood  flow  to  many  of  the  critical  organs 
such  as  kidney  and  brain. 

Pregnancy  Complications 

Hypertension  in  pregnancy  with  the  attendant  low 
fetal  birth  weight  are  conditions  whose  cause  is  poorly 
understood.  The  efficacy  on  Mg  therapy  in  these  disor- 
ders is  established;  however,  the  mode  of  action  has  also 
been  largely  unexplained.  A study  was  begun  in  1971  to 
look  at  the  effects  of  Mg  in  a group  of  such  patients. 
Surprisingly,  women  with  preeclampsia  were  low  in 
serum  Mg  before  therapy. 

From  the  data  obtained,  a hypothesis  was  generated  by 
which  low  Mg  may  produce  this  syndrome.  Central  to 
this  hypothesis  is  an  increase  in  both  the  vascular  and 
blood  platelet  reactivity.  The  hypothesis  was  then  tested 
in  a group  of  pregnant  ewes.  Maternal  hypertension, 
placental  infarcts,  renal  glomerular  changes  and  a 30% 
reduction  in  fetal  weight  were  observed  in  animals  whose 
Mg  was  restricted.'^  Pregnant  women  who  were  given  a 
supplement  of  Mg  and  who  were  at  risk  for  preeclampsia 
and  fetal  growth  retardation  showed  neither  in  a series  of 
6,000  patients.'* 

The  physiologic  and  anatomical  changes  seen  in  the 
hypertensive  disorders  of  pregnancy  may  be  mediated  by 
a newly  discovered  group  of  chemicals  called  prostaglan- 
dins. The  major  ones  involved  are  prostacyclin  which  is  a 
vasodilating  substance  and  thromboxane  which  is  vaso- 
constrictive and  platelet  aggregative.'’  It  is  the  ratio  of 
these  which  is  important  and  it  is  profoundly  altered  by 
low  Mg  intake.^"  The  effect  of  these  vascular  influences 
can  be  measured  by  blood  flow  studies  and  are  present 
from  as  early  as  16  weeks  gestation^'  to  near  the  end  of 
pregnancy. 

Further  studies  must  be  done  to  clarify  the  etiologic 
role  of  low  Mg  in  this  syndrome;  however,  those  to  date 
have  implicated  the  fetus  as  an  active  participant  in  the 
process.  If  preventive  measures  are  to  succeed,  they  must 
begin  preconceptually  or  in  early  gestation. 

Magnesium  and  Migraine 

Fifteen  percent  of  the  population  suffer  recurring 
episodes  of  frontal  headache  of  either  the  common  or 
classic  migraine  type.  Three  fourths  of  these  are  women. 
The  mechanism  is  vascular  with  first  vasoconstrition  and 
then  a dilatative  phase  during  which  throbbing  pain  and 
nausea  are  prominent  features. 

The  first  report  of  platelet  interaction  in  this  disease 
was  that  of  Hannington  in  1978.^*  This  seemed  to  be 
indicative  of  the  basic  features  of  preeclampsia,  namely,  a 
vasoconstrictive  and  coagulative  etiology.  The  cyclic 
occurrence  of  symptoms  in  the  perimenstrual  time  frame 
coincides  with  low  Mg.^'*  There  is  also  a strong 
association  of  a history  of  migraine  with  eclampsia^*  and 


severe  preedampia.^" 

Since  Mg  had  been  shown  to  be  of  benefit  in 
preeclampsia  (vasoconstrictive  and  platelet  coagulative), 
a clinical  trial  was  begun  for  the  prevention  of  migraine. 
The  group  consists  of  3,000  women  both  pregnant  and 
nonpregnant.  The  dose  provided  is  a daily  supplement  of 
amino  acid  chelated  Mg  containing  100-200  mg  of 
elemental  Mg.  The  study  was  not  controlled;  however, 
the  80%  good  response  is  greater  than  the  known  placebo 
response  in  such  patients. 

Premenstrual  Tension  Syndrome 

This  entity  has  been  publicized  in  both  scientific  and 
lay  articles  with  no  consensus  as  to  the  mechanism  or  the 
cause.  The  symptom  complex  consists  of  an  array  of 
psychological  changes  associated  with  edema,  hypogly- 
cemia and  migraine  headaches.  These  alterations  are 
temporally  related  to  the  postovulation  phase  of  the  cycle 
and  thus  are  hormonally  mediated. 

The  relation  of  Mg  to  this  entity  has  been  studied  by 
Abraham^”*  who  has  found  the  red  bood  cells  of  these 
women  to  contain  significantly  less  Mg  than  normal.  He 
postulated  changes  in  neurotransmitters,  such  as  dopa- 
mine, as  an  area  where  Mg  may  exert  an  effect.  The  use  of 
Mg  in  the  prevention  of  migraine  has  also  decreased  the 
degree  of  emotional  lability  in  these  women.  While  this  is 
only  one  facet  of  a very  complex  illness,  Mg  is  deserving 
of  a place  in  the  management  of  these  cases. 

Vascular  Hypertension  and  Stroke 

Alcoholic  abusers  have  arterial  hypertension  at  a rate 
of  15%-20%  higher  than  the  population  at  large  and  some 
recent  reports  have  shown  a similar  increased  rate  of 
thrombotic  strokes  in  this  group.  A subgroup  of  patients 
with  thrombotic  strokes  whose  medium  and  small 
intracranial  arteries  are  involved  has  been  identified.  The 
group  includes  oral  contraceptive  users,  some  orientals 
and  alcohol  abusers.  The  oral  contraceptive  users  and 
alcoholics  have  been  shown  to  be  Mg  deficient. ’ 

The  relationship  does  not  end  with  a correlation  to  low 
Mg,  however.  Blood  platelet  activity  is  altered  also  as  evi- 
denced by  a 20%  decrease  in  spontaneous  platelet  aggre- 
gation time  in  pill  users^*  with  a well-documente 
thrombocytopenic  response  in  alcoholics.  The  mechanism 
for  the  influence  of  low  Mg  in  these  cases  is  release  of 
vasoactive  substance  from  platelets  acting  on  a vascular 
bed  which  is  over  responsive  when  Mg  is  low. 

Cardiac  Events 

Coronary  vascular  occlusion  and  vasospasm  resulting 
in  fatal  arrhythmia  and  myocardial  infarction  are  the 
leading  causes  of  death  in  the  modern  world.  The 
continuous  activity  of  the  heart  from  shortly  after 
conception  to  death  renders  this  organ  susceptible  to  a 
variety  of  influences.  These  have  been  the  subject  of  a 
great  deal  of  study  with  emphasis  now  being  directed  at 
the  nutritional  aspects.  Sodium  and  potassium  have  been 
exhaustively  studied  but  only  recently  have  Ca  and  Mg 
been  the  objects  of  such  scrutiny. 

The  influence  of  Mg  on  coronary  arterial  disease  and 
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myocardial  disease  has  been  reviewed  by  Seeling^  and 
more  recently  by  Altura.^’  Others  have  shown  signifi- 
cantly low  Mg  in  the  myocardium  of  victims  of  coronary 
occlusion.^®  Low  Mg  has  also  been  implicated  in  fatal 
arrhythmias  of  younger  men  in  whom  the  myorcardial 
damage  was  limited.^' 

Since  the  ratio  of  Ca/Mg  in  the  cell  is  of  critical 
importance  in  the  contractile  process,  slow  Ca  channel 
blockers  have  been  introduced.  These  are  expensive 
pharmacologic  agents  and  not  without  side  effects;  there- 
fore, attempts  at  Mg  replacement  would  appear 
warranted.  That  a deficit  of  Mg  exists  in  these  patients 
was  shown  by  Whang,’  who  studied  1,000  consecutive 
admissions  and  found  a high  percentage  of  low  Mg  levels 
in  serum.  If  serum  is  low,  a deficit  of  Mg  is  assured.  The 
converse  is  not  true  and  the  degree  of  subclinical  Mg 
deficiency  in  patients  on  drug  treatment  programs 
including  diuretics  is  incalculable.  Most  clinical  labora- 
tores  do  not  routinely  test  for  Mg. 

Summary 

The  importance  of  Mg  in  both  its  physiological  and 
pharmacological  action  has  been  briefly  described. 
Dietary  intake  of  Mg,  poor  absorption  and  excess  losses 
have  been  shown  to  result  in  Mg  deficiency.  Some  of  the 
difficulties  in  determining  Mg  status  have  been  men- 
tioned. 

Current  areas  of  research  and  interest  are  briefly 
described  and  the  ideas  regarding  the  implications  of  low 
Mg  in  certain  disease  states.  The  more  important  of  these 
include  pregnancy-induced  hypertension  (preeclampsia), 
migraine  syndrome,  stroke,  coronary  arterial  disease  and 
premenstrual  syndrome. 

While  most  of  these  pathological  entities  are  currently 
being  studied  as  to  their  relationship  to  Mg  status,  it  is 
apparent  that  much  remains  to  be  done.  It  is  hoped  that 
clinicians,  nutritionists  and  other  health  care  profes- 
sionals will  at  least  consider  its  impact  on  health  and  on 
disease. 
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Critica  de  Libros 

M 

Insula  Macacarla 

“The  Cayo  Santiago  macaques”  describe  la  historia, 
los  rasgos  de  conducta  y las  características  biológicas  de 
los  habitantes  de  una  pequeña  isla  en  el  Caribe.  El  primer 
capítulo  nos  relata  la  fundación  de  la  colonia,  los  adelan- 
tos y reveses  de  su  existencia,  dependiente  de  las 
asignaciones  fiscales  de  administradores  lejanos,  y la 
terrible  época  de  hambre  y enfermedad  en  que  más  de  la 
mitad  de  la  población  se  vio  forzada  a abandonar  el 
lugar;  luego  en  la  década  de  1950,  con  el  respaldo  de  Don 
Luis  Muñoz  Marín,  el  envolvimiento  de  una  agencia 
federal  sacó  adelante  el  proyecto.  Los  artículos  ulteriores 
estudian  la  demografía,  el  desarrollo  infantil  normal  y en 
un  no  vidente,  el  papel  de  los  gritos  en  las  relaciones 
sociales,  las  causas  de  la  emigración  de  los  varones,  las 
características  del  apareamiento,  la  ingestión  de  minera- 
les en  el  ambiente,  los  problemas  visuales  y músculo- 
esqueléticos  de  los  envejecientes,  y las  consecuencias 
genéticas  de  la  reproducción  de  sujetos  que  descienden 
todos  del  reducido  número  de  primeros  colonos. 

Esta  isla  de  macacos  no  es  una  metáfora  Palés- 
Matosiana  alusiva  a Puerto  Rico,  sino  la  colonia  de 
monos  Rhesus  establecida  en  el  Cayo  Santiago  (al  este  de 
Humacao)  en  1938,  para  propósitos  de  investigación.  La 


Recensión  del  libro:  The  Cayo  Santiago  macaques:  history,  behavior 
and  biology.  Richard  G.  Rawlins,  Matt  J.  Kessler,  editores.  Albany:  State 
University  of  New  York  Press.  1986  ($14.95  en  rústica.  $39.50 
encudernado). 


Universidad  del  Estado  de  New  York  publicó  reciente- 
mente las  ponencias  del  simposio  conmemorativo  de  los 
45  años  de  la  fundación  de  ese  zoológico  sin  jaulas,  que  ha 
resultado  ser  de  enorme  utilidad  para  los  investigadores 
de  las  ciencias  sociales  y las  ciencias  biológicas.  Como  el 
título  indica,  el  libro  está  organizado  en  tres  secciones: 
historia  (del  islote  y de  la  población  de  monos),  conducta 
(de  monos  específicos  o de  grupos)  y biología  (sexualidad, 
nutrición,  patofisiología  y genética).  La  variedad  y la 
calidad  de  los  artículos  ponen  en  evidencia  los  frutos  de 
este  centro  de  investigación,  aún  sin  llegar  a mencionar  el 
Síndrome  de  Inmunodeficiencia  Adquirida  (SIDA), 
tema  de  estudio  para  el  cual  los  macacos  son  muy  codi- 
ciados, especialmente  los  de  Cayo  Santiago. 

La  presentación  del  texto  es  elegante,  con  ilustraciones 
interesantes  y páginas  de  fácil  lectura,  agradables  a la 
vista.  Por  desgracia  el  corrector  de  pruebas  no  fue  cuida- 
doso, y los  errores  tipográficos  son  abundantes.  Sin 
embargo,  los  autores  y los  editores  merecen  aplauso  por 
mantener  un  estilo  claro  que  evita  caer  en  jerga  técnica,  y 
por  incluir  en  el  libro  una  bibliografía  general  de  todo  lo 
publicado  sobre  la  colonia  y los  monos  de  Cayo  Santiago 
de  1938  a 1985. 

Este  libro  será  de  interés  para  dos  grupos  de  lectores, 
los  especialistas  en  ciencias  biológicas  cuyos  temas  son 
aquí  tratados  y los  lectores  interesados  en  la  historia  de  la 
investigación  biomédica  en  Puerto  Rico.  Para  muchos 
será  una  agradable  sorpresa  aprender  que  esta  empresa 
científica  se  lleva  a cabo  en  nuestra  isla. 


CANCER. 
irS  SIMPLY  NOT 
WHAT  IT 
USED  TO  BE. 


0\er  the  last  40  years,  research 
programs  supported  by  the  American 
Cancer  Society  have  made  increasing 
progress  in  the  treatment,  detection 
and  prevention  of  cancer. 

In  1986  alone,  the  Society  funded 
over  700  projects  conducted  by  the 
most  distinguished  scientists  and 
research  institutions  in  the  country. 

Which  is  why.  this  year,  hundreds 
of  thousands  of  people  will  be  suc- 
cessfully treated  for  the  disease. 

We  are  w inning. 

But  we  need  you  to  help  keep  it 
that  wav. 


AAAERICAN 
V CANCER 
f SOQETY 

Help  us  keep  winning. 
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CARTAS  AL  EDITOR 


Hasta  donde  he  podido  determinar,  se  desconoce 
cuantos  médicos  son  filatélicos  en  Puerto  Rico  o por  lo 
menos  coleccionan  en  el  presente  o han  coleccionado 
sellos  de  correo  en  el  pasado.  Sería  interesante  tener  esta 
información  pues  sin  duda  alguna  es  nuestra  profesión 
una  de  las  que  más  necesita  de  entretenimientos  como  la 
filatelia  para  controlar  las  usuales  y muchas  tensiones  del 
trabajo  diario  y así  poder  mejorar  la  calidad  de  vida  y la 
satisfacción  y tranquilidad  personal. 

En  el  mejor  deseo  de  estimular  entre  los  médicos  éste 
interesante  pasatiempo  le  someto  a consideración  y para 
su  publicación  una  corta  reseña  sobre  el  único  médico 
puertorriqueño  que  ha  sido  honrado  en  la  filatelia  - el 
Dr.  Ramón  Emeterio  Betances. 

Espero  la  Junta  Editora  esté  conciente  de  la  necesidad 
que  tenemos  de  que  este  tipo  de  entretenimiento  sea 
fomentado  entre  la  clase  médica  por  sus  propias  publi- 
caciones para  así  lograr  que  muchos  de  ellos  lo 
desarrollen  y ayudarle  en  la  buena  práctica  de  medicina 
según  lo  expresado  por  Sir  William  Osier,  viz.. 


" ...Physicians  must  have  art  in  their  system  to 
practice  good  medicine  and  practically  all 
physicians  could  paint  if  they  were  stimulated 
to  do  so.  It  is  really  lifesaving  for  a physician  to 
create  some  form  of  art  a hobby,  and  for  the 
physician  who  is  retired  such  an  acquired  hobby 
becomes  a paramount  importance  for  the  well- 
being and  happiness”. 


DOCTOR  RAMON  EMETERIO  BETANCES  Y ALAGAN 
1827  - 1898 

MEDICO,  LITERATO  Y POLITICO 

Nació  el  8 de  abril  de  1827  en  Cabo  Rojo,  Puerto  Rico. 
Se  educó  en  Francia  donde  cursó  la  segunda  enseñanza 
en  la  ciudad  de  Tolosa  y la  carrera  de  medicina  en  la 
Universidad  de  París,  graduándose  de  médico  en  el  1853. 
Predicó  y luchó  en  su  tiempo  por  la  independencia  de 
Cuba  y Santo  Domingo. 

Más  que  por  médico  lo  han  celebrado  los  puerto- 
rriqueños por  patriota.  Escuelas,  calles  y hospitales  han 
sido  nombrados  en  su  memoria. 

Además  de  patriota  y abolicionista,  el  Dr.  Betances 
fue  un  gran  literato,  en  su  idioma  vernaculary  en  francés. 
Era  prosista  y poeta,  y cultivó  también  el  drama. 

El  doctor  Ramón  Emeterio  Betances  luchó  también 
por  la  libertad  de  Cuba,  donde  ha  sido  honrado  su 
memoria  en  varios  libros  escritos  acerca  de  las  luchas 
libertarias  cubanas,  e.g..  Diplomacia  de  la  Manigua  de 
Juan  de  la  Cruz  León. 

Falleció  en  París  en  1 898.  Sus  restos  fueron  trasladados 
a Puerto  Rico  en  el  1912  y descansan  hoy  en  la  Plaza  de 
Cabo  Rojo,  su  pueblo  natal.  Allí  se  levanta  a su  memoria 
un  monumento  con  una  placa  contribuida  por  el 
gobierno  de  la  República  Dominicana  que  recuerda  sus 
servicios  a la  independencia  de  ese  país. 

Fue  además  honrado  por  Cuba  en  el  1968  como  un 
luchador  de  la  libertad,  mediante  la  emisión  de  un  sello  de 
correo  celebrando  el  Centenario  de  la  Primera  Revolución 
Cubana  - (1868-1968)  Cien  Años  de  Lucha.  El  doctor 
Ramón  Emeterio  Betances  es  el  único  médico  puertorri- 
queño honrado  en  filatelia. 


Miguel  Colón-Morales,  MD 
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MAKE  SURE  YOUR  CHILD’S  SUMMER  IS  A 
SAFE  ONE 


As  kids  take  a vacation  from  school  this  summer, 
they’ll  be  outside  taking  advantage  of  the  nice 
weather — as  well  as  taking  the  risk  of  exposure  to  a host 
of  health  hazards  present  in  sports  activities. 

So,  the  American  Academy  of  Pediatrics  (AAP)  offers 
these  summer  sports  safety  reminders  to  help  parents 
protect  their  children: 

Swimming 

• Make  sure  toddlers  are  always  in  your  sight  when 
near  swimming  pools  and  lakes. 

• Never  leave  a child  unsupervised  near  a pool. 
Children  are  not  “drown  proof”  because  they  may 
have  had  swimming  lessons. 

• Never  let  your  child  swim  alone. 

• Do  not  use  toys  and  other  floating  devices  as  substi- 
tutes for  supervision. 

• Home  pools  should  have  adequate  fencing,  rescue 
equipment  and  a phone  nearby  to  avoid  leaving  a 
child  unattended. 

• Parents  should  learn  cardiopulmonary  resuscitation 
(CPR)  and  should  know  the  special  techniques  for 
infants  and  children. 

• The  AAP  recommends  that  organized  group 
swimming  lessons  be  reserved  for  children  over  age 
three. 

Paul  Dyment,  M.D.,  chairman  of  the  AAP  Committee 
on  Sports  Medicine,  cautions  parents  against  infant 
swimming  classes.  “There  are  two  main  risks,”  he  said. 

“One,  children  tend  to  swallow  a lot  of  water  which  can 
dilute  the  sodium  content  in  their  blood  streams  and 
cause  convulsions,”  and  two,  water  swallowed  may 
transmit  viruses  causing  infectious  diarrhea  in  infants,  he 
said.  According  to  the  AAP,  infant  swimming  classes 
may  give  parents  a false  sense  of  security.  It  is  unlikely 


that  infants  can  be  made  “water  safe”. 

Dr.  Dyment  said  parents  of  older  children  should  be 
aware  that  teenagers  often  “show  off’,  increasing  their 
risk  of  injury. 

Diving  into  pools,  lakes 

Diving  into  unknown  areas  can  result  in  serious  neck 
injuries. 

Before  diving  into  water,  parents  should  make  sure 
it’s  deep  enough  and  that  the  bottom  is  free  of  broken 
glass  and  stones. 

The  Consumer  Product  Safety  Commission  urges 
parents  to  remind  their  children  to  dive  from  the  end 
of  a diving  board  only,  not  from  the  side  of  the  pool. 

Bicycles 

Introduce  your  child  to  a bicycle  helmet  this  summer. 
The  AAP  believes  many  accidents  resulting  in  serious 
injury  to  the  head  can  be  prevented  if  children  wear 
protective  helmets. 

• Retroreflective  clothing  will  make  your  child  more 
visible  to  cars  at  night — whether  biking  or  playing 
outside  after  dusk. 

• Don’t  buy  your  child  a bike  to  “grow  into.”  Bikes 
that  are  the  wrong  size  for  your  child  are  dangerous. 

• Make  sure  your  child  follows  basic  “rules  of  the 
road.”  Obey  all  traffic  signals  and  stop  signs,  stop  at 
intersections,  ride  to  the  right  of  the  road  with  traffic, 
don’t  ride  at  night,  and  don’t  ride  double. 

Playgrounds 

• Supervise  young  children  using  playground  equipment. 

• Falls  onto  asphalt  or  concrete  can  result  in  severe 
injury.  Softer  playground  surfaces  such  as  rubber, 
sand,  sawdust,  woodchips  or  bark  are  safer. 

• Make  sure  that  home  playground  equipment  with 
jagged  edges,  uncapped  screws,  and  loose  nuts  or 
bolts  is  repaired. 

• Install  home  playground  equipment  at  least  six  feet 
from  fences  or  walls. 

• Joseph  Greensher,  M.D.,  chairman  of  the  AAP 
Committee  on  Accident  and  Poison  Prevention  said 
parents  should  teach  their  children  safe  playground 
habits: 

Swings 

• Children  should  not  twist  swings,  swing  empty  seats 
or  walk  in  front  of  moving  swings. 

• Tell  your  child  to  hold  onto  the  swing  with  both 
hands,  sit  in  the  center  of  the  swing,  and  stop  the 
swing  before  getting  off. 

• One  person  per  swing;  no  standing  or  kneeling  on  a 
swing. 


Slides 


Children  should  slide  down  feet  first  in  an  upright 
position,  after  the  child  before  them  has  moved  away 
from  the  bottom. 

Warn  your  child  about  metal  slides  — they  get 
extremely  hot  in  the  sun. 
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Skateboarding 

• Skateboards  should  be  the  right  size  for  your  child, 
made  of  sturdy  materials,  and  purchased  from  a 
knwoledgeable  dealer. 

• A helmet,  gloves,  elbow  and  knee  pads,  and  sturdy 
shoes  should  be  used  to  prevent  injury.  (Long- 
sleeved  shirts  and  pants  can  provide  added  protec- 
tion). 

• All  equipment  should  be  kept  in  good  working 
condition. 

• Make  sure  your  child  skateboards  in  an  area  where 
there  is  no  traffic.  The  best  place  for  skateboarding  is 
in  a skateboard  park. 

• Skateboarding  should  not  be  done  on  public  streets 
or  sidewalks,  or  in  an  unlit  area. 

• A clean  surface,  free  of  rocks,  holes  and  sand  will 
help  prevent  injuries. 

Heat  Exhaution/Stress 

• Children  do  not  adapt  to  temperature  extremes  as 
effectively  as  adults. 

• Limit  your  child’s  exercise  to  30  minutes  when  it  is 
extremely  hot  or  humid. 

• Prevent  your  child  from  dehydrating.  While  exercis- 
ing, children  should  drink  cold  tap  water  often. 

• If  you  plan  to  travel  to  a warmer  climate  or  your  child 
is  beginning  a strenuous  exercise  program,  gradually 
increase  the  level  and  duration  of  his  activity  over  a 
period  of  ten  to  14  days. 

• Children  also  sweat  less  than  adults.  Make  sure 
clothing  is  made  of  light-weight,  absorbent  material. 

A specific  consideration  for  boys  is  football  practice, 
which  usually  starts  in  August.  To  prevent  unnecessary 
heat  exhaustion  or  heat  stroke.  Dr.  Dyment  recommends 
that  schools  stop  practice  if  the  temperature  or  humidity 
is  too  high. 

“This  goes  for  any  child  doing  any  sport  in  the 
summer,”  Dr.  Dyment  said.  “Parents  need  to  make  sure 
someone  is  monitoring  air  temperature  and  humidity 
when  their  child  participates  in  any  summer  sport.” 

A final  summer  safety  reminder  concerns  your  child’s 
skin.  Skin  cancer  among  youth  is  on  the  rise.  Teach  your 
children  to  use  suscreen  every  day;  especially  during  peak 
hours  — 11  a.m.  to  3 p.m.  Sun  damage  accumulates 
1 over  the  years.  If  your  child  gets  a bad  burn,  consult  your 
I physician. 


REMEMBER  SAFETY,  HEALTH  WHEN 
VACATIONING  WITH  CHILDREN 

Summer  inevitably  means  vacation,  and  when  parents 
travel  with  children,  the  American  Academy  of  Pediatrics 
I (AAP)  urges  safety.  It  reminds  parents  to  be  prepared  for 
¡ medical  mishaps  while  away  from  home. 

“We  tend  to  forget  usual  safety  precautions  when  we’re 
elsewhere,”  notes  Robert  Mendelson,  M.D.,  a Portland,  OR 
pediatrician.  “Especially  when  we’re  away  from  daily 
; routines.” 


The  AAP  advises: 

Carry  a travel  first  aid  kit  with  you  to  handle  simple 
medical  emergencies.  Include  acetaminophen,  a thermo- 
meter, antibiotic  ointment,  alcohol.  Calamine  lotion, 
cotton  balls,  gauze  pads  and  bandages.  If  your  child  has 
allergies,  make  sure  to  take  a supply  of  antihistamine. 
“Special  packages  such  as  ‘bee  sting  kits’  are  not  neces- 
sary,” says  New  York  pediatrician  Steven  Shelov,  M.D., 
“unless  it  is  known  that  the  child  has  severe  reactions.” 

When  camping  or  hiking  in  wooded  areas,  show  your 
children  what  poison  ivy  looks  like.  “It  might  be  a good 
idea  to  carry  brown  laundry  soap  in  case  a poison  ivy  rash 
occurs,”  says  Dr.  Shelov. 

If  you’ll  be  away  from  home  for  a long  period  of  time, 
ask  your  pediatrician  for  the  names  of  pediatricians  in 
areas  you’ll  be  visiting,  in  case  you  do  need  to  consult  a 
physician.  “Know  if  there  is  a children’s  hospital  or 
pediatric  emergency  room  in  cities  you  plan  to  visit,” 
notes  Dr.  Shelov. 

Watch  for  common  ailments  such  as  sunburn  and 
motion  sickness.  Be  prepared  with  sunscreen,  a hat  and 
clothes  to  protect  against  too  much  sun,  and  keep 
medicine  on  hand  for  motion  sickness  during  car,  plane, 
bus  or  train  trips. 

If  traveling  to  a warmer  climate  or  higher  altitude,  be 
especially  careful  about  the  sun.  For  every  1,000  feet 
above  sea  level,  radiation  increases  four  to  five  percent. 

During  car  trips,  make  sure  children  are  in  car  seats  or 
wearing  seat  belts.  Vynil  car  seats  can  be  made  more 
comfortable  in  hot  weather  by  covering  the  pad  with  a 
soft  cloth.  For  toddlers,  attach  toys  to  the  seat  with  short 
strings.  Parents  are  their  children’s  role  model  and  also 
should  wear  seat  belts. 

Have  a variety  of  activities  ready  for  long  stretches  in 
the  car.  “Long  trips  are  boring  for  an  active  child,  even 
more  than  adults,”  says  Dr.  Mendelson.  Plan  for 
frequent  stops,  and  try  to  stop  before  children  get  restless. 
Also,  keep  helathy  snack  foods  on  hand. 

The  rear  section  of  a station  wagon  is  the  cargo  area;  it 
is  not  safe  for  transporting  children. 

When  driving,  lock  car  doors.  Passengers  ejected  from 
a moving  vehicle  are  25  times  more  likely  to  die. 

Set  a good  driving  example.  If  you  flaunt  the  speed  limt 
it  or  use  a radar  deterctor,  you  can  anticipate  similar 
behavior  in  your  children. 

During  airplane  takeoff  and  landing,  nursing  or  giving 
an  infant  a bottle  may  help  relieve  ear  pressure.  “Even 
letting  an  infant  such  on  a bottle  will  equalize  ear 
pressure,”  Dr.  Shelov  notes.  Older  children  can  chew 
sugarless  gum,  or  a parent  can  open  and  close  the  child’s 
jaw  to  decrease  pain  and  discomfort.  Try  to  avoid  flying 
when  your  child  has  an  ear  infection. 

“Have  lots  of  things  for  the  child  to  do,”  says 
Dr.  Mendelson.  He  suggests  several  solitary  and  group 
activities  that  you  can  rotate.  Books  with  larger  pictures 
and  less  words  may  help  decrease  motion  sickness.  “Most 
of  all,  be  patient  with  your  child.  The  younger  the  child, 
the  least  demanding  activities  work  best,”  Dr.  Shelov 
says. 

Frequent  rest  and  play  stops  can  break  the  monotony 
for  parents  and  children  as  well  as  help  the  children  get 
rid  of  excess  energy. 
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NEW  GLOBAL  CHILD  HEALTH  INITIATIVE 
RECEIVES  USA  FOR  AFRICA  GRANT 


The  American  Academy  of  Pediatrics  (AAP)  announced 
today  that  it  has  received  a grant  from  USA  for  AFRICA 
to  support  a new  program  that  will  identify  ways  to  link 
the  nation’s  pediatricians  with  counterparts  in  other 
countries  to  improve  international  child  health. 

James  E.  Strain,  MD,  AAP  executive  director,  said 
that  the  USA  for  AFRICA  grant  will  partially  support 
the  development  of  a new  Office  of  International  Child 
Health.  The  Academy  will  solicit  matching  funds  before 
the  office’s  agenda  can  be  achieved. 

“The  primary  objective  of  this  initiative  will  be  educa- 
tion, specifically  sharing  the  achievements  of  state -of-art 
pediatrics  with  practitioners  and  pediatric  educators  in 
other  countries,  especially  those  in  Africa,”  Dr.  Strain 
said. 

Toward  this  goal,  the  international  child  health 
initiative  will: 

• identify  pediatric  organizations  and  child  health 
leaders  in  developing  countries  and  pair  them  with 
“sister”  organizations  in  the  U.S.  to  exchange 
educational  materials  and  programs. 

• develop  a referral  service  using  established  volunteer 
agencies  for  pediatricians  wishing  to  serve  in  devel- 
oping countries. 

• facilitate  the  supply  and  distribution  of  textbooks 
and  AAP  manuals  to  child  health  care  professionals 
in  developing  countries 

In  his  presentation  of  the  donation,  Irwin  E. 
Redlener,  MD,  Director  of  Grants  for  USA  for 
AFRICA,  said,  “We  hope  this  program  will  lead  to  a 
growing  concern  and  involvement  of  American  pediatri- 
cians in  the  problems  and  issues  that  confront  our 
colleagues  in  the  developing  world.  Productive  relatio- 
ships,  appropriately  developed,  will  ultimately  benefit  all 
those  who  participate  in  the  program  and  contribute  to 
improved  health  and  health  care  for  children  across  the 
globe.” 


He  flourished 
during  the  first 
half  of  the 
20th  century." 


The  American  physician  isn't  extinct.  But  your  freedom  to 
practice  is  endangered.  Increasing  government  interven- 
tion is  threatening  the  quality  of  medicine  — and  your  right  to 
function  as  an  independent  professional.  The  government, 
responding  to  myriad  cost-containment  pressures,  has  taken 
a greater  role  in  legislating  reimbursement  methods,  payment 
levels  and  even  access  to  care. 

You  can  fight  back.  The  American  Medical  Association  is 
your  best  weapon.  No  other  organization  can  so  effectively 
reach  the  national  policymakers  who  will  help  determine 
your  future  and  the  future  of  medicine. 

join  the  AMA.  We're  fighting  for  you  — and  your  patients. 


For  more  information,  call  the  AMA  collect 
(312)  645-4783,  or  return  this  coupon  to  your  state  or 
county  society. 

The  American  Medical 
Association 

535  North  Dearborn,  Chicago,  Illinois  60610 
Please  send  me  membership  information. 

Name 
Address 

City  State  Zip 

^ □ Member,  County 

EPHPjy Medical  Society 
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To  showyou  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 
INDERAt  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  complicince 

B ONCE-DAILY  B M 

NDERAL  LA 


LONG  ACTING 
CAPSULES 


(PROPRANOLOL  HCl) 

Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

•After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA, 


The  one  you  know 
keeps  looking  better 


Please  see  next  page  lor  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR ) 

INDERAL'^  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulaled  to  provide  a sustained  release  of  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg  80  mg,  120  mg,  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonseleclive,  beta-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60  80, 120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rale  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  Tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rale  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  tour 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  Ihe  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  ol  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rale  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  lor  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension;  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectons  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock  2)  sinus 
bradycardia  and  greater  than  first-degree 
block,  3)  bronchial  asthma,  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary, they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics.  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  ol  digitalis  on 
heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  Is  planned.  Ihe  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  maior  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers, 
DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  it  a beta-blocking  agent  is  required  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels 
THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism. 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  may  change  thyroid  function  tests, 
increasing  T4  and  reverse  T3.  and  decreasing  T3 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  it  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  ol  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blocking  drug,  especially  intravenous  ver^amil,  lor  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  Ihe  concomi- 
tant intravenous  use  ol  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions, 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial infarction 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol 
Ethanol  slows  the  rate  of  absorption  of  propranolol 
Phenytoin.  phenobarbitone.  and  rifampin  accelerate  propranolol  clearance 
Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  of  both  drugs 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with 
propranolol 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
with  propranolol 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and 
increasing  blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
monlh  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  (Taulion  should  be  exercised 
when  INDERAL  (propranolol  HCI)  is  administered  to  a nursing  woman 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  ot  therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure;  intensification  of  AV  block;  hypoten- 
sion. paresthesia  of  hands;  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  Ihe 
Raynaud  type 

Central  Nervous  System  Light-headedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia,  visual 
disturbances,  hallucinations,  vivid  dreams,  an  acute  reversible  syndrome  characterized  by 

disorientation  for  time  and  place,  short-term 
memory  loss,  emotional  lability,  slightly 
clouded  sensorium,  and  decreased  perfor-i 
manee  on  neuropsychometrics  For  immediate 
formulations,  fatigue,  lethargy, and  vivid 
dreams  appear  dose  related 
Gastrointestinal  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 

Allergic:  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress 

Respiratory  Bronchospasm 
Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,; 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutiq 
effect  IS  maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  , 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be  1 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved.  1 
The  usual  maintenance  dosage  is  120  to  160  mg  once  daily.  In  some  instances  a dosage  ot  640  , 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is  f' 
variable  and  may  range  from  a few  days  to  several  weeks  | 

ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA]'' 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  j' 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the  1 
average  optimal  dosage  appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see  • 
WARNINGS) 

MIGRAINE— Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  ' 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  ■ 
increased  gradually  to  achieve  optimal  migraine  prophylaxis  If  a satisfactory  response  is  not . 
obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  > 
be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  several , 

HYPERTROPHIC  SUBAORTIC  STENOSIS -80-1 60  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  ot  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use, 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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PRECAUTIONS.  GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  im- 
paired hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
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INTERNATIONAL  ASSOCIATION 
FOR  ADOLESCENT  HEALTH 

PUERTO  RICO  CHAPTER 


During  the  Fourth  International  Symposium  on  Adolescent  Health  held  in  Sydney 
Australia,  the  International  Association  for  Adolescent  Health  was  created.  The 
members  of  this  organization  are  committed  to  the  enhancement  of  adolescent  health 
promotion  and  the  provision  of  high  quality  health  care  for  adolescents  in  all  regions  of 
the  world.  The  Association,  was  formed  to  promote  a new  sense  of  partnership  between 
adolescents  and  the  many  different  professions  and  organizations  interested  in  their 
welfare  with  the  commitment  to  maintain  and  expand  its  international  and  its 
multidisciplinary  character. 

Puerto  Rico  was  elected  as  the  country  responsible  to  organize  the  Caribbean  and 
Central  America  chapter  of  the  Association. 

In  our  interest  to  create  a mailing  list,  we  call  your  attention  to  write  to  us  and  join  the 
Association  in  order  to  start  as  soon  as  possible  with  this  challenging  and  interesting 
assignment.  We  encourage  our  colleagues  to  join  this  growing  network  of  people 
interested  in  promoting  the  welfare  and  health  care  of  young  people. 

To  join  the  Association,  please  fill  the  enclosed  application  form. 

Please  mail  the  form  to: 


Luis  F.  Olmedo,  MD,  FAAP 

Member,  Executive  Committe 
Box  2579 

Bayamón,  PR  00619 


Name  

Specialty  

Street  

City  State  Zip 


TOBACCO  LAWS,  EDUCATION  SHOULD 
TARGET  MINORS 


Tougher  laws  and  education  to  discourage  children 
from  smoking  can  have  a tremendous  positive  impact  on 
public  health,  assert  two  studies  in  ¥v\day's  Journal  of  the 
American  Medical  Association.  The  studies  note  that  95 
percent  of  adult  smokers  began  smoking  before  the  age 
of  20. 

In  one  study,  a majority  of  store  owners  failed  to 
comply  with  a Massachusetts  law  prohibiting  the  sale  of 
cigarettes  to  minors.  The  other  study  found  that  many 
children,  especially  those  who  smoke  or  are  likely  to  start 
smoking,  have  serious  misconceptions  about  their  own 
health  risks  from  smoking. 

Joseph  R.  DiFranza,  MD,  of  the  University  of 
Massachusetts  Medical  School,  Worcester,  and  colleagues 
enlisted  the  help  of  an  1 1-year-old  girl  to  determine 
whether  Massachusetts  stores  were  routinely  asking  for 
age  verification  before  selling  cigarettes.  The  girl,  who 
looked  her  age,  attempted  to  buy  cigarettes  at  100 
business  establishments  (variety  stores,  pharmacies,  gas 
stations,  restaurants  and  supermarkets)  in  central 
Massachusetts.  During  the  next  two  weeks,  a telephone 
survey  was  conducted,  asking  the  owners  of  the  busines- 
ses whether  or  not  they  were  aware  of  the  law. 

“Of  the  49  establishments  where  the  respondent  was 
informed  about  the  law,  36  (73  percent)  had  sold 
cigarettes  to  the  child,”  the  researchers  report.  “Of  the  28 
who  did  not  know  about  the  law,  24(86  percent ) had  sold 
cigarettes.  Thirty-six  of  the  stores  had  the  law  posted  on 
the  premises,  but  21  (58  percent)  of  these  sold  cigarettes 
to  the  1 1-year-old  anyway. 

In  1985,  Massachusetts  revised  its  law,  prohibiting  the 
sale  of  tobacco  to  persons  under  18,  and  requiring  a copy 
of  the  law  to  be  posted  conspicuously  in  stores  that  sell 
tobacco.  Violation  is  punishable  by  fines  of  $100,  $200, 
and  $300  for  first,  second,  and  third  offenses,  respec- 
tively. “Enforcement  of  this  law  has  been  almost  nonexis- 
tent, and  this  lack  of  enforcement  is  likely  responsible,  in 
large  part,  for  the  failure  of  this  law  to  achieve  its 
purpose,”  the  researchers  say.  “Violators  should  risk  the 
loss  of  their  license  to  sell  tobacco.” 

In  a related  article,  Howard  Leventhal,  PhD,  the 


University  of  Wisconsin,  Madison,  and  colleagues, 
conclude  that  the  tobacco  industry’s  argument  that  the 
decision  to  smoke  reflects  an  “informed  choice”  is 
without  merit.  “Since  95  percent  of  regular  cigarette 
smokers  begin  to  smoke  before  20  years  of  age,  the 
question  arises  as  to  what  knowledge  young  people  have 
about  cigarette  smoking,”  the  researchers  observe.  Their 
study  of  895  students  in  grades  2 through  12  in 
Milwaukee  revealed  widespread  misinformation  regard- 
ing smoking  risks,  especially  among  those  who  were 
already  smoking  and  those  likely  to  begin  smoking. 

Among  the  misconceptions:  Although  98.4  percent  of 
students  recognized  that  smoking  was  harmful,  37  per- 
cent of  those  in  grades  6 through  12  believed  they  were 
less  likely  to  get  sick  from  smoking  that  other  people. 
This  attitude  of  “invulnerability”  was  held  by  47  percent 
of  the  1 1 5 students  in  that  group  who  intended  to  become 
adult  smokers,  the  researchers  observe.  “Those  in  a 
smoking  environment  were  also  more  likely  to  fall  into 
the  invulnerable  group:  41  percent  of  the  443  subjects 
from  smoking  families  were  invulnerables  compared  with 
only  28  percent  of  the  1 1 1 subjects  from  nonsmoking 
families.” 

Students  estimated  adult  smoking  prevalence  to  be  66 
percent,  while  national  data  suggests  a 30  percent  preva- 
lence; student  estimates  of  peer  smoking  at  a given  grade 
level  were  generally  twice  that  of  reported  smoking,  and 
were  consistently  higher  than  national  norms.  Students 
also  underestimated  negative  attitudes  toward  smoking. 
“While  65  percent  of  the  sample  reported  that  they  perso- 
nally “hated”  smoking,  they  gave  lower  estimates  of  the 
proportion  of  adults  (54  percent)  and  much  lower 
estimates  of  the  proportion  of  their  peers  (44  percent) 
who  think  smoking  is  a bad  habit,”  the  report  says.  Many 
students  also  failed  to  appreciate  the  addictive  nature  of 
nicotine  and  the  difficulty  of  quitting. 


ALCOHOL,  FIREARMS  MAY  BE  FUELING 
SUICIDE  RISE 


Chicago — The  availability  of  firearms  and  increased 
use  of  alcohol  among  young  people  may  have  played  a 
major  role  in  the  jump  in  the  suicide  rate  among  teenagers 
over  the  past  quarter-century,  reports  a study  in  Friday’s 
Journal  of  the  American  Medical  Association. 

The  suicide  rate  among  15-to-19-year-olds  has  tripled 
over  the  past  three  decades,  notes  the  study  by  David  A. 
Brent,  MD,  of  the  Western  Psychiatric  Institute  and 
Clinic  and  University  of  Pittsburgh,  and  colleagues. 
Suicide  is  now  the  third  leading  cause  of  death  among 
adolescents  and  accounts  for  nearly  12  percent  of  the 
deaths  among  Americans  aged  15  to  24  years,  they  say. 

The  researchers  obtained  death  certificates  and 
coroners’  reports  for  all  suicides,  deaths  of  undetermined 
cause  and  questionable  accidents  for  1 0-to-l 9-year-old  in 
Allegheny  County,  Pa.  (Pittsburgh)  from  1960  to  1983. 
Over  the  24-year  study  period,  159  definite  and  38  likely 
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suicides  were  noted.  The  suicide  rate  among  youth 
increased  sharply  during  the  study  period,  more  than 
doubling  overall,  even  when  changes  in  reporting  and 
classification  were  taken  into  account,  the  study  finds. 
The  increase  was  particularly  dramatic  among  white 
males  aged  1 5-to- 19  years,  jumping  from  6.47  per  100,000 
for  1960-1962  to  14.37  per  100,000  for  1978-1983. 

The  rate  of  suicide  by  firearms  increased  much  faster 
over  the  study  period,  however,  than  the  rate  for  suicide 
by  other  means  (2.5  times  vs.  1.7  times),  the  study  finds. 
Interestingly,  it  notes,  the  increase  “parallels  a similar 
increase  in  the  domestic  sales  and  production  of  firearms’ 
over  the  period. 

In  addition,  the  proportion  of  suicide  victims  with 
detectable  blood  alcohol  levels  increased  more  than 
three-and-a-half  fold  over  the  study  period,  from  12.9 
percent  in  1968-1972  to  46  percent  in  1978-83.  Suicide 
victims  who  used  firearms  were  five  times  more  likely  to 
have  been  drinking  than  those  who  used  other  means.  A 
similar  association  was  not  found  for  other  drugs. 

“National  surveys  have  shown  that  has  been  an 
epidemic  increase  in  alcohol  abuse  among  adolescents 
that  has  occurred  during  the  same  period  as  the  increase 
in  the  adolescent  suicide  rate,”  the  researchers  say.  “It  is 
possible  that  the  two  phenomena  are  parallel  but 
unrelated,  or  that  both  are  secondary  to  some  third 
factor,  such  as  increased  family  disorganization.  However, 
most  investigations  support  a more  direct  link  between 
acute  and  chronic  abuse  of  alcohol  and  suicide.” 

The  researchers  call  their  finding  of  a close  association 
between  alcohol  use  and  suicide  by  firearms  “striking,” 
saying  it  has  not  been  reported  previously  in  the 
literature.  “Public  health  strategies  to  decrease  the  high 
adolescent  suicide  rate  may  require  more  effective  restric- 
tions on  the  availability  of  both  alcohol  and  firearms  to 
minors  and  more  vigilance  on  the  part  of  physicians  to 
suicidal  warning  signs  in  alcohol-abusing  youth,”  they 
conclude. 


COMMUNITY  EFFORTS  REDUCE  TEENAGE 
PREGNANCY  RATE 


Chicago — A program  in  South  Carolina  that  targets 
information  to  community  leaders,  teachers,  ministers, 
parents  and  students,  has  lead  to  a dramatic  reduction  in 
the  region’s  teen  pregnancy  rate,  according  to  a report  in 
Friday’s  Journal  of  the  American  Medical  Association. 

Murray  L.  Vincent,  EdD,  of  the  School  of  Public 
Health,  the  University  of  South  Carolina,  Columbia,  and 
colleagues  began  the  School/Community  Program  for 
Sexual  Risk  Reduction  Among  Teens  in  the  western 
portion  of  one  county  in  October  1982.  At  that  time  the 
county  ranked  among  the  top  20  percent  of  46  South 
Carolina  counties  in  regard  to  estimated  pregnancy  rate 
(EPR)  for  females  aged  14  to  17. 

The  EPR  in  the  intervention  county  decreased  from 
more  than  60/ 1 ,000  females  when  the  program  began,  to 
25/1,000  in  1984  and  1985.  Estimated  pregnancy  rates 
increased  in  1984  and  1985  in  three  comparison  counties 


with  no  intervention.  In  addition,  while  there  was  some 
“spillover”  of  information  to  the  eastern  portion  of  the 
intervention  county,  the  western  portion  achieved  a 
statistically  significant  lower  EPR  than  the  portion  with 
no  targeted  intervention. 

The  program’s  educational  objective  is  “to  promote 
the  postponement  of  initial  voluntary  intercourse  as  the 
positive,  preferred  sexual  and  health  decision,”  say  the 
researchers.  The  primary  behavioral  objective  is  to 
postpone  initial  voluntary  sexual  intercourse  among 
never-married  teens  and  preteens.  “The  secondary 
behavioral  objective  is  to  promote,  among  never  married 
teens  and  who  choose  to  become  sexually  active  and  who 
do  not  desire  a pregnancy  to  occur,  the  consistent  use  of 
effective  contraception”  they  add. 

School  district  teachers  participated  in  the  three  dif- 
ferent tuition-free  university  graduate  level  courses 
related  to  sex  education,  and  these  principles  were 
integrated  into  the  existing  curriculum  for  all  grade 
levels.  In  addition,  clergy,  church  leaders,  and  parents 
were  recruited  to  attend  mini-courses  so  that  they  could 
help  students  improve  decision-making  and  communica- 
tion skills,  enhance  self-esteem,  develop  positive  values 
and  increase  their  understanding  of  human  reproduction 
and  contraception.  Program  staff  also  provided  informa- 
tion through  the  local  newspaper,  radio  and  television 
stations,  and  helped  organizations  select  speakers  and 
plan  special  events. 

“Educational  efforts  to  offset  the  human  and 
economic  costs  that  attend  teen  pregnancies  face  formi- 
dable barriers,”  observe  James  S.  Marks,  MD,  MPH,  and 
Marshall  W.  Kreuter,  PhD,  of  the  Centers  for  Disease 
Control,  Atlanta.  “One  is  a marketing  issue:  sex  sells 
everything.  Sexual  attractiveness  is  coupled  with  every- 
thing from  independence  to  worldly  sophistication  and 
forms  a predominant  theme  in  every  nook  and  cranny  of 
commercial  communications.” 

“This  school-focused,  community-based  approach 
addresses  a problem  created  by  the  demographic, 
economic,  and  cultural  phenomena  that  have  dramati- 
cally changed  both  the  definition  and  role  of  the  family,” 
Marks  and  Kreuter  say.  “In  a society  where  over  50 
percent  of  teens  become  sexually  active  before  age  19 
years,  the  traditional  clinic-based  medical  approach  to 
identification  of  high  risk  and  to  the  provision  of 
counseling  is  simply  insufficient.  Broader  community 
approaches  must  be  tried.  There  is  now  evidence  that  they 
can  make  a difference.” 

A third  study,  by  S.  Jean  Emans,  MD,  of  Harvard 
Medical  School,  Boston,  and  colleagues,  found  that  while 
oral  contraceptive  remain  the  first  choice  of  contra- 
ception methods  for  teenagers,  compliant  teens  were 
more  often  older,  suburban,  white,  had  older  boyfriends, 
were  satisfied  with  the  pill,  sought  care  in  suburban 
private  practice,  had  married  parents,  and  mothers  were 
unaware  of  contraceptive  use.  Comparing  data  on  209 
teens  who  began  using  the  pill  through  an  inner-city 
adolescent  clinic,  a birth  control  clinic  in  a midsized 
industrial  city,  or  suburban  private  practice,  the  study 
found  that  long-term  compliance  (at  a year)  was 
additionally  linked  to  father’s  level  of  education, 
patient’s  educational  goals,  and  absence  of  side  effects. 
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AUTOLOGOUS  TRANSFUSION  IN  CHILDREN 


Preteens  and  adolescents  should  be  allowed  to  be 
autologous  blood  transfusion  donors — predepositing 
their  own  blood  for  later  surgery,  a study  in  Friday’s 
Journal  of  the  American  Medical  Association  says. 
Arthur  J.  Silvergleid,  MD,  of  the  Blood  Bank  of  San 
Bernadino  and  Riverside  Counties,  San  Bernadino, 
Calif.,  reports  autologous  transfusions  are  safe  and 
effective  in  preteens  and  adolescents,  who  are  traditio- 
nally rejected  as  donors.  The  study  reports  on  180 
children  aged  8 to  18  years  who  took  part  in  a community 
blood  center-based  autologous  program,  predonating  a 
prescribed  amount  of  blood  prior  to  orthopedic  or  plastic 
surgery.  Only  four  had  a donor  reaction,  none  severe.  No 
child  was  unable  to  donate  the  prescribed  units  and  88 
percent  supplied  their  own  complete  requirements,  “thus 
avoiding  the  exposure  to  homologous  blood,”  the  study 
notes.  The  results,  it  says,  “should  encourage  existing 
(autologous)  programs  to  extend  participation  to 
thousands  of  children  for  whom  the  opportunity  to  use 
their  own  blood  is  currently  denied.” 


ADOLESCENTS  AND  CHRONIC  ILLNESS 


An  estimated  1 millón  children  and  adolescents  in  the 
U.S.  are  severely  affected  by  a chronic  illness,  with 
another  9 to  10  million  less  severely  affected,  a report  in 
Friday’s  Journal  of  the  American  Medical  Association 
says.  “This  suggests  another  3 million  family  members 
involved  with  caring  responsibilities,”  David  M.  Siegel,  MD, 
of  the  University  of  Rochester,  N.Y.,  School  of  Medicine 
and  Dentistry,  writes.  “The  care  of  these  children  is 
costly.”  While  such  problems  can  affect  social  develop- 
ment and  make  typical  adolescent  experimentation 
dangerous  for  some,  the  extent  of  disability  does  not 
necessarily  predict  the  degree  of  maladjustment,  Siegel 
notes.  In  fact,  he  says,  having  a chronic  illness  does  not 
guarantee  psychological  distress  for  all  adolescents.  Still, 
he  says,  “it  is  clear  that  these  patients  have  unaddressed 
health  concerns,  and  the  primary  care  physician  is  in  a 
unique  position  to  meet  this  need,  as  well  as  coordinate 
the  specialist  services.” 

MINORS’  RIGHTS  IN  MEDICAL  CARE 


Adolescents  today  have  much  more  freedom  in  all 
aspects  of  society  — including  health  care — than  was  the 
case  when  their  parents  were  the  same  age,  a report  in 
Friday’s  Journal  of  the  American  Medical  Association 
says.  A young  child  in  a non-acute  situation  still  can’t  be 
treated  without  parental  consent,  but  “in  all  aspects  of 
their  lives,  adolescents  are  engaging  in  more’  adult’ 
behavior  than  many  of  the  health  care  professionals 
caring  for  them  would  have  believed  possible  during  their 


own  adolescent  years,”  Angela  R.  Holder,  LLM,  of  the 
Yale  University  School  of  Medicine,  New  Haven,  Conn., 
writes.  She  says  courts  and  lawmakers  have  noted  this, 
“and  is  a definite  trend  toward  allowing  adolescents  more 
freedom  make  decisions,  and  to  exercise  autonomy  and 
self-determination  in  their  relationships  with  health  care 
providers  and  with  others  in  the  social  system.” 


DIETARY  FAT,  BLOOD  PRESSURE  LINK 


Increased  consumption  of  monounsaturated  fat,  like 
olive  oil,  seems  to  lower  blood  pressure,  indicates  a study 
in  JAMA.  The  study,  by  Paul  T.  Williams,  PhD,  of  the 
Stanford  University  School  of  Medicine,  Stanford,  Calif., 
and  colleagues,  involved  76  sedentary,  middle-aged 
American  men  whose  diets  over  a three-day  period  were 
analyzed  in  association  with  resting  blood  pressure. 
There  was  a significant,  inverse  correlation  between 
monounsaturated  fat  consumption  and  both  systolic  and 
diastolic  pressure.  A similar  link  between  polyunsatu- 
rated fat  consumption  and  diastolic  pressure  became 
statistically  non-significant  when  adjusted  for  a male- 
pattern  obesity  index.  The  researchers  say  controlled 
clinical  trials  are  needed  to  explain  the  cause  of  the 
apparent  fat/blood  pressure  link.  But  if  verified,  they 
note,  this  effect  “could  provide  greater  flexibiliity  in 
attaining  more  desirable  cardiovascular  risk  factor 
profiles  through  diet.” 

JAMA  June  19,  1987 


ALCOHOL  USE  IN  MEDICAL  SCHOOL 


A study  in  JAMA  describes  alcohol  use  patterns  in  one 
medical  school  class  assessed  repeatedly  over  its  four 
years  of  study.  David  C.  Clark,  PhD,  of  Rush- 
Presbyterian-St.  Luke’s  Medical  Center,  Chicago,  and 
colleagues  say  1 1 percent  of  the  students  met  criteria  for 
excessive  drinking  for  at  least  one  six-month  period 
durign  the  four  years;  18  percent  were  identified  as 
alcohol  abusers  by  Research  Diagnostic  Criteria  during 
the  first  two  (pre-clinical)  years.  Male  students  consis- 
tently drank  more  than  females  during  their  first  two 
years  but  reduced  their  intake  during  the  last  two  years  to 
approach  the  lower,  more  consistent  intake  rates  of  the 
women.  Ironically,  the  study  finds  the  alcohol  abusers 
showed  evidence  of  better  academic  performance.  They 
emphasize  this  does  not  mean  alcohol  facilitates  learning, 
but  warn  that  “the  academic  success  of  alcohol  abusers 
may  pose  a serious  obstacle  to  their  seeking  help.” 

JAMA  June  5.  1987 
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UNDIAGNOSED  HIV  IN  GENERAL 
HOSPITAL  POPULATION 


Researchers  at  Walter  Reed  Army  Medical  Center, 
Washington,  DC,  report  an  “appreciable”  rate  of 
undiagnosed  human  immunodeficiency  virus  (HIV) 
infection  among  their  hospital’s  general  patient  popula- 
tion. This  is  despite  both  standard  clinical  use  of  HIV 
antibody  tests  in  routine  medical  practice  at  Walter  Reed 
and  the  military’s  “aggressive  HIV  screening  program,” 
Jeffrey  L.  Lennox,  MD,  and  colleagues  write  in  a letter  in 
JAMA.  Over  a three-week  period,  the  researchers 
performed  HIV  antibody  tests  on  serum  samples  from 
536  Walter  Reed  inpatiens  and  1,100  outpatients,  none 
of  whom  had  HIV  infection  or  suspicion  of  infection  as 
an  admitting  diagnosis.  Two  inpatients  and  two  out- 
patients were  positive.  Routine  HIV  admissions  screen- 
ing, especially  in  areas  of  high  HIV  prevalence,  “would 
be  useful  in  defining  the  full  range  of  clinical 
manifestations  of  this  virus  infection,”  the  study 
concludes. 

JAMA  June  5.  1987 


INTERFERON  TREATMENT  FOR 
MULTIPLE  SCLEROSIS 


Natural  human  fibroblast  interferon  (interferon  beta), 
administered  intrathecally  (infected  into  the  spinal 
canal),  is  effective  at  easing  multiple  sclerosis  (MS)  flare- 
ups,  concludes  a two-year,  multi-center  study  reported  in 
June’s  Archives  of  Neurology.  Lawrence  Jacobs,  MD,  of 
the  State  University  of  New  York  School  of  Medicine, 
Buffalo,  and  colleagues  say  the  randomized,  double- 
blind study  found  the  mean  reduction  in  exacerbation 
rates  for  34  MS  patients  receiving  interferon  beta  was 
significantly  greater  than  that  for  36  control  patients 
receiving  a placebo.  In  95  percent  of  the  recipients, 
“interferon  beta  therapy  was  well-tolerated,  and  the  side 
effects  were  clearly  acceptable  for  the  benefits  achieved,” 
the  study  says.  The  results  confirm  those  of  an  earlier 
preliminary  study,  say  the  researchers,  but  they  cannot 
explain  the  mechanism  by  which  the  inferferon  seems  to 
work. 


BOTULINUM  TOXIN  TREATMENT  FOR 
VOCAL  PROBLEM 


Injection  of  a form  of  the  toxin  that  causes  botulism 
may  temporarily  relieve  a condition  called  spasmodic 
dysphonia,  in  which  a patient’s  vocal  folds  pich  together 
when  trying  to  speak,  giving  the  voice  a strained. 


strangled  quality,  says  a preliminary  study  in  June’s 
Archives  of  Orolaryngology-Head  and  Neck  Surgery. 
Several  therapies  habe  been  used  in  this  disabling 
condition,  which  has  been  associated  with  neurologic 
problems,  say  Robert  H.  Miller,  MD,  now  of  the  Tulane 
University  School  of  Medicine,  New  Orleans,  and 
colleagues.  None  is  curative,  though,  and  results  vary. 
Miller’s  group  used  a special  hypodermic  needle  to  inject 
botulinum  A toxin  into  the  vocal  folds  of  two  patients 
incapacitated  by  spasm  odie  dysphonia.  Both  had  signifi- 
cant improvement  without  complication.  The  selective 
muscle  weakness  caused  by  the  treatment  is  not 
permanent,  the  study  says,  but  “the  injection  can  be 
repeated  as  needed  on  an  outpatient  basis.” 


SURVIVORS  OF  CHILDHOOD  HODGKIN’S 
DISEASE  WELL-ADJUSTED 


A study  in  June’s  American  Journal  of  Diseases  of 
Children,  /I.//)C  suggests  that  children  cured  of  Hodgkin’s 
disease,  a lymph  system  cancer  not  uncommon  in  young 
people,  lead  well-adjusted  livesas  young  adults.  Abby  L. 
Wasserman,  MD,  of  St.  Jude  Children’s  Research 
Hospital,  Memphis,  and  colleagues  interviewed  40 
Hodgkin’s  patients  who  had  finished  their  therapy  five 
years  earlier  and  were  in  complete  remission.  Survivors’ 
educational  achievement  was  statistically  better  than  that 
of  comparable  populations  and  they  had  no  increased 
evidence  of  depression  or  other  psychiatric  disorders.  In 
addition,  the  study  says,  “almost  all  subjects  believed 
they  had  benefited  in  some  way  from  their  experience 
with  cancer.”  That’s  not  to  say  there  weren’t  problems — 
treatment  side  effects  were  most  often  cited  as  the  “worst 
thing’  about  the  diasease,  and  40  percent  of  the  survivors 
reported  unpleasant  experiences  in  school.  Current 
concerns  included  discrimination  in  employment  or  in 
obtaining  life  or  health  insurance. 


AMA  SURVEY:  CONFIDENTIALITY  OF 
ADOLESCENT’S  VISIT  TO  PHYSICIAN 


Should  adolescents  be  permitted  confidential  visits 
with  physicians?  Although  physicians  are  more  likely 
than  the  public  of  favor  confidentiality,  the  answer  hinges 
upon  the  adolescent’s  age,  according  to  an  American 
Medical  Association  survey  published  in  the  June  5 issue 
of  American  Medical  News. 

In  separate  surveys,  63  percent  of  1 ,000  physicians  and 
50  percent  of  1,506  adults  said  15-to- 17-year-olds  should 
be  allowed  to  consult  a physicians  privately  without 
parents  being  informed  of  the  nature  or  outcome  of  the 
visit.  Thirty  percent  of  the  physicians  and  45  percent  of 
the  public  disagreed. 

However,  when  the  question  involved  adolescents 
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12-to-14  years  of  age,  54  percent  of  the  physicians  and  65 
percent  of  the  public  said  these  adolescents  should  not  be 
allowed  confidential  physician  visits.  Thirty-nine  percent 
of  the  physicians  and  30  percent  of  the  public  approved  of 
confidential  visits. 

Despite  the  split  on  confidentiality,  69  percent  of  the 
public  agreed  that  their  community  needs  a health  clinic 
which  would  provide  health  care  services  to  adolescents 
for  problems  such  as  alcohol  and  drug  abuse,  mental 
health,  sexual  problems  and  birth  control.  Only  22 
percent  disagreed. 

When  physicians  were  asked  whether  they  would  refer 
adolescent  patients  to  such  community  clinics  for  the 
previously  listed  problems,  an  overwhelming  87  percent 
sadi  yes  and  8 percent  said  no.  Neither  the  physicians  nor 
the  public  had  a clear  cut  preference  on  how  these  clinics 
should  be  financed. 

“Adolescents  are  the  only  age  group  in  America  which 
has  seen  its  morbidity  and  mortality  rates  go  up  in  the  last 
20  years,”  said  James  H.  Sammons,  MD,  executive  vice 
president  of  the  AMA.  “Last  year,  the  AMA  initiated  the 
Adolescent  Health  Project  to  stem  the  tide  in  what  we 
perceived  to  be  a public  health  crisis.  Seeing  our  percep- 
tion echoed  by  the  responses  from  the  American  public 
and  its  physicians  is  reassuring.  Realizing  there  are  no 
short  term  solutions,  the  AMA  will  continue  to  strive  to 
see  that  the  unique  health  needs  of  adolescents  are  met.” 

In  a related  question,  the  public  was  nearly  unanimous 
in  its  opinion  on  how  important  it  is  for  the  medical 
profession  to  address  the  issue  of  child  abuse.  Joining  the 
93  percent  who  said  it  is  very  important  are  an  additional 
4 percent  who  said  it  is  moderately  important.  Only 
1 percent  said  it  is  unimportant. 

Seventy  seven  percent  of  the  public  said  it  is  very 
important  for  physicians  to  address  the  issue  of  market- 
ing of  alcoholic  beverages  to  minors.  Joining  the  majority 
were  14  percent  who  said  it  is  moderately  important. 
Only  4 percent  each  said  it  is  “not  very  important”  and 
“not  at  all  important.” 

Having  the  medical  profession  address  the  effect  of 
televison  and  movie  violence  on  children  is  very 
important  to  55  percent  of  the  adults  surveyed.  It  is 
moderately  important  to  28  percent.  Nine  percent  think  it 
is  “not  very  important.”  Four  percent  said  it  is  “not  at  all 
important.” 

The  surveyed  public  was  selected  using  a random 
sample  of  all  residential  telephones  in  the  U.S.  The  inter- 
views were  conducted  between  January  29  and  February  23, 
1987,  by  Kane  Parsons  & Associates  of  New  York. 

The  surveyed  physicians  were  selected  randomly  from 
the  AMA’s  Masterfile  of  all  active  physicians  in  the  U.S. 
To  accurately  reflect  the  nation’s  physician  population, 
proportionate  numbers  were  AMA  members  and  non- 
members, male  and  female  physicians  and  different  ages. 
The  interviews  were  conducted  between  January  28  and 
February  6,  1987,  by  Tarrance,  Hill,  Newport  and  Ryan 
of  Houston. 

JAMA  June  5,  1987 


STUDY:  PROMISING  NEW 
CHOLESTEROL-LOWERING  AGENT 


A drug  that  inhibits  an  enzyme  key  to  the  cholesterol- 
synthesizing  process  reduced  average  serum  cholesterol 
levels  up  to  30  percent  in  patients  with  different  forms  of 
hypercholesterolemia,  a study  in  JAMA. 

The  drug,  CS-514,  is  a metabolic  byproduct  of  com- 
pactin,  which  is  a fermentation  derivative  of  a species  of 
Penicillium  fungus,  says  the  study  by  Noriaki  Nakaya,  MD, 
of  the  Tokai  University  Tokyo  Hospital,  Tokyo,  Japan, 
and  colleagues.  It  was  administered  to  41  patients  with 
elevated  cholesterol  levels  in  a double-blind,  four-week 
study,  with  subjects  receiving  daily  doses  of  5,  20  or  40 
mg. 

Of  the  37  patients  who  completed  the  study,  average 
total  serum  cholesterol  levels  were  reduced  by  1 1 percent 
in  the  5-mg  group,  19  percent  in  the  20-mg  group  and  25 
percent  in  the  40-mg  group.  The  decline  began  as  early  as 
one  week  after  the  patients  began  taking  the  medication 
and  reached  its  maximum  after  three  to  four  weeks,  the 
researchers  report.  Side  effects  “were  not  serious  and 
were  fully  acceptable  when  compared  with  the  benefits,” 
the  researchers  say. 

Marked  reduction  of  total  serum  cholesterol — up  to 
30.4  percent — also  was  seen  in  five  study  subjects  with 
heterozygous  familial  hypercholesterolemia,  which  is 
linked  to  a genetic  defect.  Low-density  lipoprotein  (LDL) 
levels  showed  the  same  trend,  but  the  reduction  was 
greater  than  that  for  total  cholesterol,  the  study  notes. 
LDL  levels  fell  16.6  percent  in  the  5-mg  group,  29  percent 
in  the  20-mg  group  and  38.5  percent  in  the  40-mg  group. 
Levels  of  heart-protecting  high-density  lipoprotein 
(HDL)  increased  for  all  groups — 7 percent  in  the  5-mg 
group,  5 percent  in  the  20-mg  group  and  about 
12  percent  in  the  40-mg  group. 

“The  reduction  in  total  serum  cholesterol  level  is  consi- 
dered to  be  attributable  to  the  reduction  in  LDL  choles- 
terol,” the  researchers  report,  “because  the  reduction 
rate  of  LDL  cholesterol  was  much  greater  than  that  of 
total  cholesterol  and  HDL  cholesterol  increased.” 

Compactin,  from  which  CS-514  is  derived,  also  has 
been  shown  to  lower  cholesterol  in  animals  and  human 
subjects  studied,  but  the  new  agent  is  more  potent,  the 
researchers  note.  Its  effects  are  comparable  to  those  of 
lovastatin,  a compound  structurally  related  to  compactin. 
Lovasta tin’s  cholesterol-lowering  ability  was  reported  in 
recently  published  studies. 

Although  the  mechanism  by  which  CS-514  lowers 
cholesterol  is  not  completely  clear,  the  compound  is 
known  to  have  a potent  inhibitory  effect  on  a rate- 
limiting  enzyme  in  cholesterol  synthesis,  the  study 
reports.  “CS-514,”  it  concludes,  “will  be  a useful 
cholesterol-lowering  drug  if  the  safety  of  the  agent  is 
demonstrated  in  a large  number  of  patients  in  a long-term 
study.” 

JAMA  June  12.  1987 
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NEW  TREATMENT  AGENT  FOR 
CYTOMEGALOVIRUS? 


Cytomegalovirus  (CMV)  infections  are  a major  com- 
plication for  patients  with  depressed  immune  function, 
especially  transplant  and  AIDS  patients.  But  a prelimi- 
nary report  in  JAMA  suggests  that  ganciclovir,  a 
derivative  of  the  anti-viral  drug  acyclovir,  may  be 
effective  against  CMV — particularly  in  bone  marrow  and 
organ  transplant  recipients.  Alejo  Erice,  MD,  and 
colleagues  at  the  University  of  Minnesota  Health 
Sciences  Center,  Minneapolis,  gave  ganciclovir  intra- 
venously to  31  immunocompromised  patients — 21  bone 
marrow  or  organ  transplant  patients,  six  AIDS  patients 
and  four  others.  Seventeen  demonstrated  clinical 
improvement  during  therapy,  with  transplant  patients 
showing  the  best  response.  The  study  was  not  controlled, 
and  the  authors  recommend  further  research.  But  based 
on  available  data,  they  say,  it  would  be  unethical  to 
withhold  ganciclovir  therapy  from  patients  with  certain 
CMV  infections. 

JAMA  June  12,  1987 


MAJOR  CAUSE  OF  URINARY  INCONTINENCE 
IN  ELDERLY  IDENTIFIED 


A previously  unrecognized  physiological  abnormality 
is  the  second  most  common  cause  of  urinary  incontinence 
in  the  institutionalized  elderly,  says  a study  in  JAMA. 
The  disorder,  detrusor  hyperactivity  with  impaired 
contractile  function  (DHIC),  involves  bladder  muscle 
(detrusor)  overactivity  due  to  involuntary  contraction, 
plus  ineffective  bladder  emptying,  report  Neil  M. 
Resnich  MD,  of  Harvard  Medical  School,  Boston,  and 
Subbarao  V.  Yalla,  MD,  of  the  West  Roxbury/Brockton, 
Mass.,  Veterans  Administration  Medical  Center.  They 
pinpointed  the  problem  through  extensive  clinical 
evaluation  of  30  patients  from  a chronic  care  facility  and 
two  acute  care  hospitals.  DHIC  may  cause  one-third  of 
the  urinary  incontinence  in  the  institutionalized  elderly,  a 
problem  that  costs  an  estimated  $8  billion  annually  for 
diapering  those  afflicted,  the  authors  note.  Identifying 
the  problem  may  allow  better  treatment,  they  say. 

JAMA  June  12,  1987 


CARD  FOR  CONGESTIVE  HEART 
FAILURE  TREATMENT 

Continuous  ambulatory  peritoneal  dialysis  (CARD), 
originally  used  to  treat  patients  with  end-stage  kidney 
disease  by  removing  toxins  from  the  blood,  may  also  be 
an  effective  treatment  for  end-stage  congestive  heart 


failure  patients  who  don’t  respond  to  conventional  medi- 
cation, a study  in  June’s  Archives  of  Internal  Medicine 
suggests.  Paul  Koening,  MD,  of  the  University  of 
Innsbruk,  Austria,  and  colleagues,  used  CARD  to  treat 
four  congestive  heart  failure  patients  for  up  to  21  months. 
The  study  says  all  four  not  only  improved  in  the  official 
clinical  classification  of  their  disease  but  “experienced  a 
definite  improvement  in  their  sense  of  well-being.’’ 
CARD  helped  three  of  the  patients  who  were  not 
considered  heart  transplant  candidates,  the  researchers 
note,  and  stabilized  the  condition  of  the  fourth  patient 
until  a transplant  could  be  performed. 


POORER  PROGNOSIS  FOR  ALCOHOLICS 
WITH  OTHER  DISORDERS 


Alcoholics  who  have  additional  psychological  pro- 
blems tend  to  have  poorer  treatment  outcomes,  but  the 
interactions  differ  between  men  and  women,  finds  a study 
in  the  June  Archives  of  General  Psychiatry.  For  men,  an 
additional  diagnosis  of  major  depression,  antisocial 
personality  or  drug  abuse  was  associated  with  poorer 
outcome  in  alcoholism  treatment,  says  the  study  by 
Bruce  J.  Rounsaville,  MD,  of  the  Yale  University  School 
of  Medicine,  New  Haven,  Conn.,  and  colleagues.  For 
women,  however,  having  major  depression  was  associated 
with  a better  outcome  in  drinking-relted  measures,  while 
antisocial  personality  and  drug  abuse  were  associated 
with  a poorer  prognosis,  the  researchers  say.  “In  devising 
the  alcoholics’  treatment  plan,  the  poorer  prognosis 
conferred  by  coexistent  pscychiatric  disorders  under- 
scores the  value  of  offering  adjunctive  treatments  that  are 
targeted  at  the  particular  syndromes  in  the  clinical 
picture,”  the  study  concludes. 


MALIGNANT  MELANOMA/BREAST 
CANCER  LINK? 


A letter  in  the  June  Archives  of  Dermatology  suggests 
there  may  be  an  association  between  malignant 
melanoma,  a virulent,  invasive  form  of  skin  cancer,  and 
breast  cancer.  Howard  K.  Koh,  MD,  of  the  Boston 
University  School  of  Public  Health,  Boston,  and 
colleagues,  report  seeing  22  melanoma  patients  at 
Massachusetts  General  Hospital  who  had  a prior  or  sub- 
sequent history  of  breast  cancer.  One  patient  was  male. 
Melanoma  was  the  initial  primary  tumor  in  12  cases, 
breast  cancer  in  nine.  The  authors  acknowledge  that 
extensive  population-based  epidemiologic  studies  would 
be  needed  to  further  evaluate  a potential  link  between 
these  two  cancers.  “For  the  present,  it  seems  reasonable 
that  follow-up  of  patients  with  breast  cancer  or 
melanoma  should  include  careful  physical  examination 
of  breasts  and  skin  and  possibly  other  screening  measures 
to  detect  possible  occurrence  of  an  additional  tumor,” 
the  researchers  conclude. 
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DRUG  HELPS  CLEAR  ARTERIES  IN 
BYPASS  PATIENTS 


Colestipol  hydrochloride  and  niacin,  along  with  a low 
cholesterol  diet,  may  slow  or  reduce  atherosclerosis  in 
coronary  bypass  patients,  according  to  a report  in 
JAMA. 

“The  Cholesterol- Lowering  Atherosclerosis  Study,  or 
CLAS,  is  the  first  angiographic  study  to  provide  clear 
evidence  of  a treatment  effect  on  human  atherosclerotic 
lesions,”  say  David  H.  Blankenhorn,  MD,  and  colleagues, 
of  the  University  of  Southern  California  School  of 
Medicine,  Los  Angeles.  They  used  a randomized, 
placebo-controlled  trial  to  assess  the  effects  of  combined 
colestipol  hydrochloride  and  niacin  in  162  nonsmoking 
men  aged  40  to  59  years  who  had  coronary  bypass 
surgery.  Eighty  patients  received  the  drugs,  and  82 
received  placebo.  Both  groups  also  followed  low- 
cholesterol  diets  during  the  two-year  treatment  period. 

“In  the  CLAS  study,  large  changes  in  fasting  blood 
cholesterol  levels  were  produced  in  an  attempt  to  achieve 
arterial  changes  that  could  be  clearly  recognized  within 
two  or  four  years,”  the  researchers  say.  They  report 
dramatic  decreases  in  total  cholesterol  (26  percent),  in 
triglycerides  (22  percent),  in  LDL  cholesterol  (43  percent), 
and  a large  increase  in  HDL  cholesterol  (37  percent)  in 
the  group  using  drugs.  Much  smaller,  but  some  statisti- 
cally significant,  changes  were  seen  in  the  placebo/diet 
group.  “The  percentage  of  subjects  with  new  lesions  or 
any  adverse  changes  in  bypass  grafts  was  significantly  less 
in  drug-treated  subjects  than  placebo-treated  subjects. 
Atherosclerosis  regression,  as  indicated  by  perceptible 
improvement  in  overall  coronary  status,  occurred  in  16.2 
percent  of  colestipol-niacin  treated  vs  2.4  percent 
placebo-treated  (patients.” 

“The  clinical  implications  of  CLAS  coronary  results 
are  that  therapy  after  coronary  bypass  surgery  should 
routinely  include  measures  to  lower  blood  cholesterol 
levels,”  the  researchers  say.  With  current  medical 
therapy,  44  percent  of  patients  with  venous  bypass  grafts 
will  need  a repeated  operation  in  ten  years,  but  patients 
whose  lesions  do  not  show  progression  have  improved 
survival  and  lower  rates  of  heart  attack.  “The  CLAS 
results  indicate  that  it  is  possible  to  reduce  long-term 
adverse  change  in  both  native  coronary  arteries  and 
grafts,”  the  report  notes.  Thirty-nine  percent  of  the 
diet/placebo  group  showed  stable  or  improved  coronary 
status  compared  to  61  percent  of  those  receiving  a more 
rigorous  diet  and  drug  therapy. 

The  two-year  drug  treatment  was  tolerated  by  90 
percent  of  patients,  although  some  experienced  side 
effects  such  as  skin  flushing,  rash  and  itching,  and  gastro- 
intestinal problems  such  as  constipation,  nausea  and 
heartburn. 

Commenting  editorially,  Eugene  R.  Passamani,  MD, 
of  the  National  Heart,  Lung  and  Blood  Institute, 
Bethesda,  Md.,  says  although  many  questions  remain 
regarding  specific  treatement  and  possible  use  of  more 
palatable  drugs,  the  CLAS  study  provides  valuable 


information.  “The  CLAS  data,  when  added  to  the 
extensive  corroborative  findings  from  epidemiologic, 
angiographic,  and  postmortem  studies  as  well  as  other 
randomized  clinical  trials,  make  a most  persuasive 
argument  for  the  aggressive  use  of  lipid-lowering  diet  and 
drugs  as  important  adjuncts  to  coronary  artery  bypass 
graft  surgery,”  he  says. 

JAMA  June  19,  1987 


EYE  DAMAGE  FROM  GRAVITY  INVERSION 


Gravity  inversion  — hanging  upside-down  by  the  legs 
or  ankles — is  advocated  by  some  for  exercise  and  to  ease 
back  pain.  But  this  practice  sharply  increases  intraocular 
pressure  and  can  produce  temporary  vision  problems, 
says  a report  in  June’s  Archives  of  Ophthalmology. 
George  E.  Sanborn,  MD,  of  the  University  of  Texas 
Health  Science  Center,  Dallas,  and  colleagues  tested 
vision  in  10  normal  subjects  during  gravity  inversion. 
Average  intraocular  pressure  more  than  doubled  while 
hanging  upside  down,  the  study  says,  and  transient, 
reversible  visual  field  defects  were  detected  in  1 1 of  19 
eyes  examined.  Although  it  is  unclear  whether  repeated 
inversion  could  harm  vision  permanently,  the  researchers 
recommend  an  ophthalmologic  examination  “prior  to 
habitual  recreational  or  therapeutic  use  of  inversion 
equipment.”  People  with  a family  history  of  glaucoma  or 
abnormal  vision  exam  results  “probably  should  be 
discouraged  from  using  inversion  altogether,”  they  say. 


INTRAOPERATIVE  RADIOACTIVE  IMPLANT 
FOR  BREAST  CANCER 


Numerous  studies  indicate  that  lumpectomy  plus 
radiation  therapy  produces  the  same  survival  rate  as  ■ 
modified  radical  mastectomy  in  patients  with  early  breast 
cancer,  and  suggest  local  recurrence  rates  may  be  lower  in 
patients  who  undergo  radiation.  Now,  a study  in  June’s 
Archives  of  Surgery  concludes  that  immediately  implant- 
ing a tiny  radioactive  source  at  the  tumor  site  after 
lumpectomy  may  reduce  local  failure  rates  even  further. 
William  R.  Jewell,  MD,  of  the  University  of  Kansas 
Medical  Center,  Kansas  City,  and  colleagues,  used  the 
technique  to  treat  1 10  breast  cancers  in  107  patients  over 
a more  than  four-year  period.  The  women  underwent 
simple  tumor  excision,  immediate  implantation  with 
iridiu  192,  and  complete  axillary  node  dissection 
followed  by  external  beam  radiation  therapy.  There  were 
two  recurrences  over  the  follow-up  period,  the  study  says. 
“These  preliminary  data  suggest  that  local  treatment 
failure  can  be  minimized  by  aggressive,  immediate  intra- 
operative implantation  of  the  tumor  bed  with  iridium 
Ir  192,”  it  concludes. 
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FOR  PREDICTABLE  CONTROL 


• Less  potassium  loss  for  a given 
amount  of  sodium  excretion  than 
with  furosemide''^ 


Predictable  dose  response^ 

Diuresis  completed  hours  faster 
than  with  furosemide  after  oral 
dosing^ 

Better  Gl  absorption^'^ 

Early  evening  dosing  helps 
prevent  nocturnal 
dyspnea 


As  with  all  loop  diuretics,  excessive  doses 
of  BUMEX  can  lead  to  profound  diuresis 
with  water  and  electrolyte  depletion, 
including  hypokalemia,  so  serum  electro- 
lytes should  be  monitored. 
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Bumex 

bumetanide/Roche 
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and  2-ml,  4-ml  and  lO-ml  vials  (0.25  mg/ml) 
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BUMEX* 

(bumetonide/Roche) 

0.5-mg.  1-mg  and  2-mg  scored  tablets 
2-ml  ampuls.  2-ml.  4-ml  and 
10-ml  vials  (0.25  mg/ml) 

Before  prescribing,  please  consult  complete  product  Information,  a summary  of  which  follows: 


WARNING:  Bumex  (bumelanIde/Roche)  is  a potent  dlurehc  which.  It  given  In  excessive 
omounts,  con  lead  to  o profound  diuresis  with  water  and  electrolyte  deplehon.  Therefore, 
careful  medical  supervision  Is  required,  ond  dose  and  dosage  schedule  hove  to  be  adjusted  to 
the  Individual  pahenfs  needs.  (See  under  DOSAGE  AND  ADMINISTRATION  In  complete  product 
Information.) 


INDICATIONS  AND  USAGE : Edema  associated  with  congestive  heart  failure,  hepatic  and  renal  disease, 
including  the  nephrotic  syndrome 

Almost  equal  diuretic  response  occurs  otter  oral  and  porenterai  administrotion  of  Bumex  If  impaired 
gostrointestinol  absorption  is  suspected  or  oral  administration  is  not  practical,  Bumex  should  be  given 
by  the  intramusculor  or  intravenous  route. 

Successful  treatment  with  Bumex  following  instonces  of  allergic  reactions  to  furosemide  suggests  a 
lock  of  cross-sensitivity 

CONTRAINDICATIONS:  Anuria  Hypersensitivity  and  in  patients  in  hepatic  coma  or  in  states  of  severe 
electrolyte  depletion.  Although  Bumex  con  be  used  to  induce  diuresis  in  renol  insufficiency,  any  marked 
increase  in  blood  urea  nitrogen  or  creatinine,  or  the  development  ot  oliguria  during  therapy  of  patients 
with  progressive  renal  disease,  is  an  indication  tor  discontinuation  ot  treatment 
WARNINGS:  Dose  should  be  adjusted  to  patients  needs  Excessive  doses  or  too  frequent  administrotion 
can  lead  to  profound  water  loss,  electrol^  depletion,  dehydration,  reduction  in  blood  volume  and 
circulatory  collapse  with  the  possibility  ot  vascular  Ihrombosis  ond  embolism,  porticulorly  in  elderly 
patients 

Prevention  of  hypokalemia  requires  particular  attention  in  patients  receiving  digitalis  and  diuretics  tor 
congestive  heart  failure,  hepatic  cirrhosis  and  ascites,  states  of  aldosterone  excess  with  normal  renal 
function,  potossium-losing  nephropathy  certain  diarrheal  states,  or  other  states  where  hypokalemia  is 
thought  to  represent  particular  added  risk  to  the  patients 

In  patients  with  hepatic  cirrhasis  and  ascites,  sudden  alterations  ot  electrolyte  balance  may  precipitate 
hepatic  encepholopathy  ond  coma  Treatment  in  such  patients  is  best  initiated  in  the  hospital  with 
small  doses  and  careful  monitoring  of  the  palienFs  clinical  status  and  electrolyte  balance  Supplemental 
polossium  and/or  spironolactone  moy  prevent  hypokalemia  and  metabolic  alkalosis  in  these  potients 
In  cats,  dogs  and  guinea  pigs,  Bumex  has  been  shown  to  produce  ototoxicity.  Since  Bumex  is  about  40 
to  60  times  as  potent  os  furosemide,  it  is  onticipoted  that  blood  levels  necessary  to  produce  ototoxicity 
Will  rorely  be  achieved.  The  potential  for  ototoxicity  increases  with  intravenous  therapy,  especially  at 
high  doses. 

Potients  allergic  to  sulfonomides  moy  show  hypersensitivity  to  Bumex. 

PRECAUTIONS:  Measure  serum  potassium  periodically  and  odd  potassium  supplements  or  potas- 
sium-sparing diuretics,  it  necessary.  Periodic  determinations  of  other  electrolytes  are  advised  In  patients 
tneoted  with  high  doses  or  for  prolonged  perirxls,  particularly  in  those  on  low  salt  diets 


Hyperuricemia  may  occur.  Reversible  elevations  of  the  BUN  and  creatinine  may  occur,  especially  with 
dehydration  and  in  patients  with  renal  insutticiency  Bumex  may  increase  urinary  calcium  excretion. 
Possibility  of  effect  on  glucose  metabolism  exists.  Periodic  determinations  ot  blood  sugar  should  be 
done,  particularly  in  patients  with  diabetes  or  suspected  latent  diabetes. 

Patients  should  be  observed  regulorly  for  possible  occurrence  ot  blood  dyscrasios,  liver  domoge  or 
idiosyncratic  reactions 

Especiolly  in  presence  ot  impaired  renal  function,  use  of  parenterally  administered  Bumex  should  be 
avoided  in  patients  to  whom  ominoglycoside  antibiotics  are  also  being  given,  except  in  lite-threotening 
conditions 

Drugs  with  nephrotoxic  potentioi  and  bumetonide  should  not  be  administered  simultaneously. 

Since  lithium  reduces  renol  cleoronce  and  adds  a high  risk  ot  lithium  toxicity  it  should  not  be  given  with 
diuretics 

Probenecid  should  nol  be  administered  concurrently  with  Bumex 
Concurrent  therapy  with  indomethacin  not  recommended 

Bumex  may  potentiate  the  effects  ot  antihypertensive  drugs,  necessitating  reduction  in  dosage. 
Interaction  studies  in  humans  hove  shown  no  effect  on  digoxin  blood  levels 
Interaction  studies  in  humans  hove  shown  Bumex  to  hove  no  effect  on  warfarin  metabolism  or  on 
plasma  prothrombin  activity. 

Pregnancy  Bumex  should  be  given  to  a pregnant  woman  only  if  the  potential  benefit  justifies  the 
potential  nsk  to  the  fetus, 

Bumetanide  may  be  excreted  in  breast  milk. 

Pediatric  Use.  Safety  and  effectiveness  below  age  18  not  established 

ADVERSE  REACTIONS:  Muscle  cramps,  dizziness,  hypotension,  heodoche  and  nousea,  and  encepha- 
lopathy (in  patients  with  preexisting  liver  disease). 

Less  frequent  clinical  adverse  reactions  are  weakness,  impaired  hearing,  rash,  pruritus,  hives,  electro- 
cardiogram changes,  abdominal  poin,  arthritic  pain,  musculoskeletal  pain  and  vomiting. 

Other  clinical  adverse  reactions  are  vertigo,  chest  pain,  eor  discomfort,  fatigue,  dehydration,  sweating, 
hyperventilation,  dry  mouth,  upset  stomach,  renal  failure,  asterixis,  itching,  nipple  tenderness,  diarrhea, 
premature  ejaculation  and  difficulty  mointoining  an  erection. 

Laboratory  abnormalities  reported  ore  hyperuricemia,  azotemia,  hyperglycemia,  increased  serum 
creatinine,  hypochloremia,  hypokalemia,  hyponatremia,  and  variations  in  CO2  content,  bicarbonate, 
phosphorus  and  calcium  Although  manifestations  of  the  pharmacologic  action  of  Bumex,  these 
conditions  moy  become  more  pronounced  by  intensive  therapy. 

Diuresis  induced  by  Bumex  may  also  rarely  be  accompanied  by  changes  in  LDH,  lotol  serum  bilirubin, 
serum  proteins,  SGOX  SGPX  olkallne  phosphatase,  cholesterol,  creatinine  cleorance,  deviations  in 
hemoglobin,  prothrombin  time,  hematocrit,  platelet  counts  and  differential  counts  Increases  in  urinary 
glucose  and  urinary  protein  have  also  been  seen 

DOSAGE  AND  ADMINISTRATION: 

Ora!  Administration  The  usual  total  daily  dosage  is  0 5 to  2 0 mg  and  in  most  potients  is  given  as  a 
single  dose 

Parenteral  Administrotion:  Administer  to  patients  (IV  or  IM)  with  Gl  absorption  problem  or  who  cannot 
take  oral.  The  usual  initial  dose  is  0 5 to  1 mg  given  over  1 to  2 minutes  If  insufficient  response,  o 
second  or  third  dose  may  be  given  at  2 to  3 hour  intervals  up  to  a maximum  of  10  mg  a doy 
HOW  SUPPLIED:  Tablets,  0 5 mg  (light  green),  1 mg  (yellow)  and  2 mg  (peach),  boltles  ot  100  and 
500  Prescription  Poks  ot  30,  Tel-E-Dose*  cartons  of  100  Imprint  on  tablets:  0 5 mg— ROCHE  BUMEX 
0 5;  1 mg-ROCHE  BUMEX  1,  2 mg-  ROCHE  BUMEX  2 

Ampuls,  2 ml,  0. 25  mg/ml,  boxes  of  ten  p i oees 

Viols.  2 ml,  4 ml  and  10  ml,  0,25  mg/ml,  boxes  ot  ten 
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Un  emblema 
que  es  una 
garantía... 


Sirviendo  a los  Socios  de  la  Cruz  Azul 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitales  privados  y públicos 


En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul’’. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 

LA  CRUZ  AZUL 
DE  PUERTO  RICO 
Gente  Sirviendo 
a su  Gente 
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Columna  del  Editor 


Este  año  se  conmemora  el  primer  centenario  de  la 
electrocardiografia.  Hace  cien  años  el  doctor 
¿Augustus  Waller  publicó  en  el  Journal  of  Physiology  el 
primer  trabajo  sobre  el  uso  de  la  electrocardiografia  en 
humanos.  Debido  a la  trascendencia  histórica  del  mismo, 
la  Junta  Editora  del  Boletín  de  la  Asociación  Médica  de 
Puerto  Rico  decidió  reimprimir  en  este  número  el  artículo 
original  del  doctor  Waller.  A partir  de  la  publicación 
inicial  le  han  seguido  miles  de  artículos  sobre  la  técnica  y 


sus  multiples  aplicaciones.  En  la  práctica  de  la 
subespecialidad  de  Cardiología  no  existe  procedimiento 
alguno  que  sea  menos  costoso,  más  sencillo  y de  mayor 
utilidad  que  la  electrocardiografia. 

En  la  literatura  médica  local  se  han  publicado  cientos 
de  artículos  sobre  la  técnica  desde  1925,  cuando  se 
publicó  en  esta  revista  el  manuscrito  titulado  “Ensayos 
de  Electrocardiografía”  por  el  doctor  Enrique  Vallecillo. 
Muchos  de  los  artículos  sobre  electrocardiografía  publi- 
cados por  científicos  puertorriqueños  fueron  primicias  en 
la  literatura  internacional.  Ejemplo  de  ello  loconstituyen 
los  trabajos  del  doctor  Ramón  M.  Suarez(  1948)  sobre  los 
hallazgos  electrocardiográficos  en  pacientes  tomando 
antiomalina  para  la  bilharziosis  y los  del  doctor  Mario  R. 
García-Palmieri  en  el  tétano. 

En  este  número  del  Boletín  además  de  reproducir  el 
trabajo  original  de  Waller,  se  publica  un  interesantísimo 
artículo  sobre  electrocardiografia  por  el  doctor  Charles 
Johnson.  Pero  el  de  mayor  relevancia  lo  es  el  excelente 
artículo  sobre  la  historia  de  la  electrocardiografía  en 
Puerto  Rico  por  el  doctor  José  M.  Torres-Gómez, 
prominente  Cardiólogo  y ex-Presidente  de  nuestra 
Asociación.  En  el  mismo  se  relata  el  desarrollo  de  la 
técnica  en  nuestro  país  y se  hace  un  merecido  recono- 
cimiento a nuestros  pioneros  de  la  electrocardiografía. 


Rafael  Villavicencio , MD,  FACC 

Presidente  Junta  Editora 

Boletín  Asociación  Médica  de  Puerto  Rico 
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NUESTRA  PORTADA 

Aparece  este  mes  en  la  portada  de  nuestro  Boletín,  la  obra  conme- 
morativa del  octagésimo  quinto  aniversariodela  Asociación  Médica  de 
Puerto  Rico. 

Se  comisionó  la  misma,  al  maestro  José  R.  Alicea.  Está  realizada  en 
un  medio  mixto  de  papel  hecho  a mano  y xilografía  iluminada  a colores 
a mano  también. 

Tiene  una  tirada  de  1/250.  es  decir  que  solamente  existen  250  piezas. 

José  R.  Alicea,  nace  en  Ponce  y allí  es  discípulo  de  Don  Miguel  Pou. 
Se  traslada  a San  Juan  y continúa  en  los  talleres  del  Instituto  de  Cultura 
con  Dr.  Lorenzo  Homar. 

Es  profesor  de  grabado  y Director  de  la  Escuela  de  Artes  Plásticas  de 
la  Universidad  de  Puerto  Rico. 

Su  obra  ha  recibido  numerosos  premios,  tanto  Internacionales  como 
locales  y se  encuentra  en  colecciones  públicas  y privadas  en  el  mundo 
entero. 
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El  Valor  Predictivo  del  Análisis 
Químico  de  Orina 


En  el  artículo  ¿Es  necesario  el  examen  microscópico 
del  sedimiento  urinario  en  los  análisis  de  rutina? 
(Bol.  Asoc.  Med.  P.  Rico  79:291,  1987),  la  Dra.  Climent 
y colaboradores  comprueban  el  alto  valor  predictivo  del 
análisis  químico  negativo  en  una  prueba  de  orina. 

El  valor  predictivo  de  una  prueba  de  orina  negativa  fue 
de  93%  en  este  estudio,  lo  suficiente  alto  como  para  que 
los  investigadores  recomendaran  que  se  haga  “examen 
microscópico  del  sedimiento  urinario  solo  en  aquellos 
casos  de  análisis  de  orina  de  rutina  que  presenten  alguna 
alteración  en  las  pruebas”. 

¿Cómo  se  calcula  y qué  significa  el  valor  predictivo  de 
una  prueba  negativa?  En  términos  estadísticos,  el  valor 
predictivo  de  un  resultado  negativo  en  una  prueba  de 
laboratorio  expresado  en  porciento  es  igual  a la  razón  de 
negativos  ciertos  sobre  la  suma  de  negativos  ciertos  y 
negativos  falsos  multiplicado  por  cien. 


Valor  Predictivo  % Negativos  ciertos 

de  una  prueba  = ^ [qq 

negativa  Negativos  ciertos  + Negativos  falsos 


Negativos  ciertos  es  el  número  de  pruebas  donde  el 
resultado  de  la  misma  fue  negativa  y el  paciente  no  tenía 
una  anormalidad  (en  el  caso  de  análisis  de  orina  - un 
examen  microscópico  normal  o negativo).  Negativos 
falsos  es  el  número  de  pruebas  donde  el  resultado  fue 
negativo  pero  el  paciente  sí  tenía  una  anormalidad. 

A mayor  número  de  negativos  falsos,  o sea  a mayor 
número  de  pruebas  que  fallan  en  indicar  la  presencia  de 
una  anormalidad,  menor  será  el  valor  predictivo  de  un 
resultado  negativo  en  dicha  prueba.  En  resumen,  el  valor 
predictivo  de  una  prueba  negativa  expresado  en  por- 
ciento es  una  medida  de  la  probabilidad  con  la  cual  se 
puede  excluir  la  presencia  de  una  anormalidad  o hallazgo 
patológico  si  el  resultado  de  dicha  prueba  es  negativo. 

En  su  estudio  la  Dra.  Climent  confirmó  los  hallazgos 
de  varios  estudios  norteamericanos.  Los  autores  de  los 
mismos,  utilizando  las  diferentes  marcas  comerciales  de 
tirilla  disponibles  en  el  mercado,  han  concluido  que 
debido  al  alto  valor  predictivo  de  un  análisis  químico 
negativo  en  una  prueba  de  orina  el  examen  microscópico 
del  sedimiento  se  puede  obviar  si  la  determinación 
química  es  negativa. 


Nosotros  en  el  Hospital  Universitario  Ramón  Ruiz 
Arnau  evaluamos  la  tirilla  Multistix  lOSG  (Ames 
Division,  Miles  Laboratories,  Inc.)  y eliminamos  el 
examen  microscópico  rutinario  del  sedimiento  de  orina 
en  todos  los  casos  excepto  en  pacientes  provenientes  de 
las  clínicas  de  urología  y nefrología  y en  casos  en  que  el 
médico  especifique  en  la  requisición  que  está  evaluando 
una  anormalidad  de  la  vías  urinarias. 

En  nuestro  estudio,  el  cual  fue  prospectivo  y donde  no 
se  incluyeron  en  el  análisis  estadístico  muestras  de  orina 
que  tuvieran  más  de  dos  horas  de  tomadas,  el  número  de 
negativos  falsos  por  presencia  de  bacteria  en  el  sedimento 
fue  bajo. 

La  Dra.  Climent  expresa  que  el  retraso  en  hacer  el 
análisis  de  orina  en  su  estudio  es  posiblemente  respon- 
sable de  que  el  51%  de  los  falsos  negativos  fueran  a conse- 
cuencia de  la  presencia  de  bacterias  en  la  orina.  Si  elimi- 
namos estos  20  negativos  falsos  del  estudio  de  la 
Dra.  Climent  y calculamos  nuevamente  el  valor  predic- 
tivo de  una  prueba  negativa,  obtenemos  el  impresionante 
valor  de  97%. 

Es  con  gran  satisfacción  que  escribo  este  comentario 
editorial  sobre  el  artículo  de  la  Dra.  Climent  y confio  que 
aportaciones  como  esta  a la  literatura  médica  local  logren 
el  propósito  para  la  cual  se  originó  la  sección  Current 
Trends  in  Laboratory  Medicine:  brindarle  a la  comunidad 
médica  de  Puerto  Rico  información  actualizada  sobre  el 
uso  de  pruebas  diagnósticas  de  laboratorio  para  mejorar 
la  calidad  del  servicio  que  le  damos  a nuestros  pacientes  a 
la  vez  que  cumplimos  con  la  tarea  apremiante,  pero 
agenda  del  momento,  que  es  dar  este  servicio  de  calidad  al 
menor  costo  posible. 

Manuel  A.  Marcial,  MD,  FACP 

Catedrático  Asociado  en 
Patología  y Bioquímica, 

Director,  Departamento  de  Patología 
y Medicina  de  Laboratorio 
Escuela  de  Medicina 
Universidad  Central  del  Caribe 


DERMATOLOGY  DIAGNOSIS 


Aida  I,.  Quintero,  MI) 
Jorge  L.  Sánchez,  MD 


This  is  a 3 months  old  female  baby  born  by  vaginal  delivery  from  a A„  26-year-old 

mother  after  a nine  months  pregnancy  without  complications.  The  patient  was  doing  well 
until  5 weeks  prior  to  her  first  admission  when  she  developed  several  episodes  of  diarrhea.  She  was 
admitted  to  the  hospital  with  the  diagnostic  impression  of  acute  gastroenteritis  and  was 
discharged  home  four  days  later  with  resolution  of  diarrhea.  Two  weeks  later,  the  patient 
developed  again  several  episodes  of  watery  diarrhea  associated  to  severe  dehydration  and  was 
started  on  aggresive  IV  fluids  therapy.  While  at  the  hospital,  she  developed  a vesiculopustular 
eruption  on  the  perianal  and  perioral  area  which  evolved  into  superficial  erosions  with  desqua- 
mation (Figs.  1,  2).  At  this  time,  she  persisted  with  occasional  diarrheal  episodes  and  developed 
irritability. 


Figure  1. 


A.  Seborrheic  dermatitis 

B.  Acquired  zinc  deficiency 

C.  Cutaneous  candidosis 

D.  Histiocytosis  X 


WHAT  IS  YOUR  DIAGNOSIS? 




] 

1 irom  ihe  Department  of  Dermatology:  University  of  Puerto  Rico. 
m School  of  Medicine,  GPO  Box  5067.  San  .luan.  Puerto  Rico  00936 
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Aida  L,  Quintero.  MD.  et  a! 


Bol.  Asoc.  Med.  P.  Rico  - Septiembre  1987 


Diagnosis:  Acquired  Zinc  Deficiency 
Clinical  Course 

Presistence  of  diarrhea  prevented  oral  feedings  and  the 
patient  was  mantained  on  IV  fluids  for  three  days. 
Plasma  zinc  level  was  low  (30mg/dl)  and  zinc  supple- 
mentation was  added  to  the  IV  fluids.  Clinical  impro- 
vement was  seen  in  48  hours  and  by  72  hours  the  patient 
began  to  tolerate  hypoallergenic  milk.  She  was  discharged 
home  one  week  later  with  almost  complete  resolution  of 
skin  lesions  and  no  diarrhea. 

Discussion 

Zinc  deficiency  states  are  characterized  by  a basic  triad 
of  acral  and  periorificial  dermatitis,  alopecia  and 
diarrhea.  A distinction  should  be  made  between  primary 
zinc  deficiency,  (acrodermatitis  enteropathica)  which  is  a 
hereditary  condition,  and  acquired  zinc  deficiency  caused 
by  an  underlying  disease. 

Acrodermatitis  enteropathica  is  a rare  autosomal 
recessive  condition.  It  usually  begins  insidiously  in 
infants  between  three  weeks  and  eighteen  months.  The 
basic  defect  appears  to  be  malabsorption  of  zinc  but  the 
exact  mechanism  is  still  unknown.  An  ab.sence  or 
deficiency  of  a specific  intestinal  transport  protein  or  zinc 
binding  ligand  has  been  proposed. 

Acquired  zinc  deficiency  may  be  the  result  of  any 
disorder  causing  decreased  gastrointestinal  absorption, 
increased  gastrointestinal  or  renal  losses,  increased 
requirement  states  or  may  be  iatrogenically  induced  by 
drugs  or  nutritional  factors.  The  most  common  cause 
involves  medical  diseases  of  gastrointestinal  tact  with 
malabsorption  syndrome  or  which  require  total  paren- 
teral nutrition  administration  due  to  post  surgical 
gastrectomy  or  bowel  resection.  The  earliest  clinical 
manifestations  are  usually  subtle  and  may  pass  unnoticed. 
These  manisfestations  include:  hypogeusia,  hyposmia. 
anorexia,  minor  mental  disturbances  and  early  seborrheic 
like  dermatitis  changes  manifested  by  scaly  erythematous 
patches  on  face  and  the  perianal  skin.  Typical  manifesta- 
tions will  follow  w'ith  acral  and  periorficial  dermatitis 
manifested  with  vesiculopustules  that  evolve  to  super- 
ficial erythematous  erosions  with  alopecia  and  diarrhea. 
At  this  stage,  emotional  disturbances  are  accentuated 
with  irritability,  depression  and  lethargy. 

Zinc  is  an  essential  human  nutrient  with  and  average 
diet  providing  1 2- 1 5mg  of  elemental  zinc  which  meets  the 
daily  requirements.  Normally  30%  of  ingested  zinc  will  be 
absorbed  by  the  gastrointestinal  tract;  of  his  60-70%  will 
be  transported  in  serum,  albumin  bound.  The  average 
plasma  level  is  70-1 10  mg/dl. 

The  principal  biochemical  function  of  zinc  is  through 
its  incorporation  into  a wide  range  of  metaleonzymes, 
especially  hydrolases.  Zinc  is  also  very  important  in  the 
function  of  the  immune  system.  In  deficiency  states, 
thymocytes  and  T cell  functions  are  depressed  as  well  as 
the  activity  of  neutrophils,  monocytes,  tissue  macrophages 
and  mast  cells.  The  exact  pathogenesis  of  typical  skin 
lesions  is  at  presently  unknown. 

The  diagnosis  is  usually  assesed  by  low  plasma  zinc 
level,  however,  it  must  be  noted  that  blood  levels  may 


fluctuate  rapidly  following  infection,  injury  or  burns. 
Urinary  zinc  excretion  is  not  always  reliable  and  hair  zinc 
concentration  will  evaluate  long  term  zinc  status.  The 
diagnosis  is  confirmed  by  rapid  and  adequate  response  to 
zinc  supplementation.  Clinical  improvement  may  be  seen 
in  hours  to  days  and  complete  resolution  in  approxi- 
mately three  weeks.  Skin  biopsy  may  be  very  suggestive 
and  may  help  in  the  diagnosis.  Early  pathological 
findings  are  characterized  by  loss  of  granular  layer, 
replacement  of  this  layer  by  clear  cells  and  focal 
parakeratosis.  Later  stages  presents  psoriasiform  epi- 
dermis, more  confuent  parakeratosis  and  pallor  of  the 
upper  edpidermis.  As  the  lesion  involutes,  pallor  and 
psoriasiform  hyperplasia  disappear  and  only  parakera- 
tosis remains. 

The  differential  diagnosis  in  early  stages  should 
include  seborrheic  dermatitis,  since  both  show  scaly 
erythematous  patches  in  the  face  and  perianal  area.  Poor 
response  to  topical  steroid  therapy,  progression  of 
lesions,  and  an  underlying  disease  should  alert  clinicians 
to  the  diagnosis  of  zinc  deficiency  dermatitis.  Cutaneous 
candidosis  should  be  considered  in  the  differential 
diagnosis,  being  alert  to  the  fact  that  secondary  infection 
with  Candida  albicans  may  occur  confusing  the  clinical 
picture. 

Zinc  deficiency  dermatitis  must  be  considered  in 
patients  with  a clinical  picture  of  seborrheic  dermatitis 
and  periorficial  cutaneous  candidosis  persisting  in  spite 
of  adequate  treatment  and  in  whom  an  underlying 
disease  can  be  identified. 
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NUEVO 


MEDIPREN 


Caplets/ 
Tabletas 
de  200 mg 
de  ibuprofén 


Una  alternativa  mejor  para 
dolores  musculares  y torceduras 
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A Demonstration  on  Man  of  Electromotive 
Changes  Accompanying  the  Heart’s  Beat.* 


Augustus  D.  Waller,  MD 


If  a pair  of  electrodes  (zinc  covered  by  chamois  lea- 
ther and  moistened  with  brine)  are  strapped  to  the 
front  and  back  of  the  chest,  and  connected  with  a 
Lippmann’s  capillary  electrometer,  the  mercury  in  the 
latter  will  be  seen  to  move  slightly  but  sharply  at  each 
beat  of  the  heart.'  If  the  movements  of  the  column  of 
mercury  are  photographed  on  a travelling  plate  simulta- 
neously with  those  of  an  ordinary  cardiographic  lever  a 
record  is  obtained  as  under  (fig.  I ) in  which  the  upper  line 


Figure  1.  Man.  Heart  led  off  to  electrometer  from  front  and  back  of  chest 
(front  to  Hg;  back  to  H2SO4). 

e.e.  electrometer.  h.h.  cardiograph.  t.t.  time  in  seconds. 

h.h.  indicates  the  heart’s  movements  and  the  lower  line  ee. 
the  level  of  the  mercury  in  the  capillary.  Each  beat  of  the 
heart  is  seen  to  be  accompanied  by  an  electrical  variation. 

The  first  and  chief  point  to  determine  is  whether  or  not 
the  electrical  variation  is  physiological,  and  not  due  to  a 
mechanical  alteration  of  contact  between  the  electrodes 
and  the  chest  wall  caused  by  the  heart’s  impulse.  To 


‘The  capillary  column  of  mercury  is  vertical;  the  electrode  connected 
with  the  mercury  will  be  spoken  of  as  the  “Hg  elecrode”,  that  connected 
with  the  sulphuric  acid  as  the  “HjSO^  electrode”.  When  the  Hg 
electrode  becomes  negative  to  the  H2SO4  electrode  the  mercury  moves 
away  from  the  point  of  the  capillary — i.e.  northwards  in  the  field  of  the 
microscope  with  eye-piece,  or  when  projected  without  eye-piece.  When 
the  H2SO4  electrode  becomes  negative  to  the  Hg  electrode  the 
movement  of  the  mercury  is  southwards.  The  letters  S and  N will  be  used 
to  characterise  such  movements.  When  these  movements  are 
photographed,  the  mercury  interrupting  the  light  of  a vertical  slit  gives 
the  white  portion  of  the  developed  sensitive  plate,  the  remaining  portion 
being  black  with  the  exception  of  the  white  lines  caused  by  the  chrono- 
graphic  or  other  levers  which  throw  their  shadows  across  the  upper  part 
of  the  slit.  The  tracings  read  from  left  to  right. 


Reprinted  from:  The  Journal  of  Physiology  1887:  8:229-234. 


ascertain  this  point  accurate  time-measurements  are 
necessary;  a physiological  variation  should  precede  the 
movement  of  the  heart,  while  this  could  not  be  the  case  if 
the  variation  were  due  to  altered  contact.  Fig.  2 is  an 
instance  of  such  time-measurements  taken  at  as  high  a 
speed  of  the  travelling  surface  as  may  be  used  without 
rendering  the  initial  points  of  the  curves  too  indeter- 
minate. It  shews  that  the  electrical  phenomenon  begins  a 
little  before  the  cardiographic  lever  begins  to  rise.  The 


Figure  2.  Man.  Heart  led  off  to  electrometer  from  front  and  back  of 
chest  (front  to  Hg;  back  to  H2SO4). 

e.e.  electrometer.  h.h.  cardiograph.  t.t.  time  in  ,/2o  th  see. 


difference  of  time  is  however  very  small,  only  about 
.025”,  and  this  amount  must  further  be  diminished  by 
.01”  which  represents  the  “tost  time”  of  the  cardiograph. 
The  actual  difference  is  thus  no  greater  than  .015”,  and 
the  record  is  therefore,  although  favourable  to  the  phy- 
siological interpretation,  not  conclusively  satisfactory. 

We  know,  from  the  experiment  of  the  secondary  con- 
traction made  by  Helmohltz*  on  voluntary  muscle,  by 
Kolliker  and  Miiller^  and  by  Donders^  on  the  heart,  that 
the  negative  variation  of  muscle  begins  before  its  visible 
movement,  and  the  current  of  action  of  the  heart  begins 
before  the  commencement  of  the  heart’s  contraction.  For 
muscle  the  time-difference  given  is  '/200”.  for  the  heart 
(rabbit)  '/70”;  for  the  frog’s  heart  the  rheotome  observa- 
tions of  Marchand'*  are  to  the  effect  that  the  variation 
begins  .01”  to  .04”  after  excitation,  while  the  contraction 
does  not  begin  until  .11”  to  .33”.  The  capillary 
electrometer  may  with  advantage  be  employed  to 


1.  Monatsberichte  Berlin  Acad  1954  p.  329 

2.  Verhandl,  phys.  und.  Ges.  Wiirtzburg,  1956,  VI.  p.  528 

3.  Onderzoekingen,  Utrecht,  1872,  p.  261 

4.  Pfliiger’s  .Archiv  XV.  1877,  511 
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measure  this  time-difference,  the  electrical  and  the 
mechanical  events  being  simultaneously  recorded.  This  I 
carried  out  on  voluntary  and  upon  cardiac  muscle  with 
the  same  instrument  as  that  which  I employed  for  the 
human  heart,  and  thus  ascertained  that  its  indications  are 
trustworthy  in  this  capacity. 


Figure  3.  Frog.  Gastronemius  led  off  to  electrometer  from  the  middle  of 
the  muscle  and  from  the  tendon.  Contraction  excited  by  a single  break 
induction  shock  applied  to  the  sciatic  nerve, 
e.e.  electrometer.  m.m.  muscle.  t.t.  time  in  '/20  th  sec. 

(muscle  to  HjSO,;  tendon  to  Hg). 

The  diphasic  variation  (1st  phase  middle  negative  to  end;  2nd  phase  and 
negative  to  middle)  begins  about  .01”  before  the  commencement  of 
muscular  contraction. 


Figure  4.  Frog’s  heart.  Spontaneous  contraction, 
e.e.  electrometer,  h.h.  heart’s  contraction,  t.t.  time  in'/jo  Ih  sec- 
(apex  to  H2SO4,  base  to  Hg). 

The  variation  is  diphasic — S.N. 

The  first  phase  begins'/jo”  before  the  commencement  of  contraction. 


In  all  these  cases  the  antecedence  of  the  electrical 
variation  is  clear  and  measurable.  In  the  case  of  the 
excised  kitten’s  heart  the  time-difference  is  about  .05” 
with  a lenght  of  contraction  of  about  2”,  i.e.  the  interval 
between  the  electrical  and  the  mechanical  event  is 
increased  in  the  sluggishly  acting  organ.  In  the  case  of  the 
human  heart  the  time-difference  appears  to  be  about 
.015”  with  a length  of  systole  of  .35” — a value  which 
corresponds  with  that  obtained  by  Donders  for  the 
rabbit’s  heart  in  situ  by  the  method  of  the  secondary 
contraction,  viz.  ‘Ao”  (the  length  of  systole  being  presu- 
mably about  ‘A”). 

That  a true  electrical  variation  of  the  human  heart  is 
demonstrable,  may  further  be  proved  beyond  doubt  by 
leading  off  from  the  body  otherwise  than  from  the  chest 
wall.  If  the  two  hands  or  one  hand  and  one  foot  be 
plunged  into  two  dishes  of  salt  solution  connected  with 
the  two  sides  of  the  electrometer,  the  column  of  mercury 
will  be  seen  to  move  at  each  beat  of  the  heart,  though  less 
than  when  electrodes  are  strapped  to  the  chest.  The  hand 
and  foots  act  in  this  case  as  leading  off  electrodes  from  the 
heart,  and  by  taking  simultaneous  records  of  these 
movements  of  the  mercury  and  of  the  movements  of  the 
heart  it  is  seen  that  former  correspond  with  the  latter, 
slightly  preceding  them  and  not  succeeding  them,  as 
would  be  the  case  if  they  depended  upon  pulsation  in  the 
hand  or  foot.  This  is  unquestionable  proof  that  the 
variation  is  physiological,  for  there  is  here  of  course  no 
possibility  of  altered  contact  at  the  chest  wall,  and  any 
mechanical  alteration  by  arterial  pulsation  could  by  only 
produce  an  effect  .15”  to  .20”  after  the  cardiac  impulse.  A 
similar  result  is  obtained  if  an  electrode  be  placed  in  the 
mouth  while  one  of  the  extremities  serves  as  the  other 
leading  off  electrode.  The  electrical  variation  precedes 
the  heart’s  beat  as  in  the  other  cases  mentioned. 


Figure  6.  Man.  Led  off  to  electrometer  by  right  hand  and  right  foot, 
(hand  to  Hg.  foot  to  H2SO4) 

e.e.  electrometer,  h.h.  cardiograph,  t.t.  time  in  'Ao  th  sec. 


Figure  5.  Kitten’s  heart,  excised. 

(apex  to  Hg.  base  to  H2SO4). 
e.e.  electrometer,  h.h.  cardiograph,  t.t.  time  in  'Ao  th  sec. 


368 


Figure  7.  Man.  Led  off  to  electrometer  by  mouth  and  left  foot, 
(mouth  to  Hg.  foot  to  H2SO4) 
e.e.  electrometer,  h.h.  cardiograph,  t.t.  time  in'Ao  th  sec. 


Augustus  D.  Waller.  MD 


Voi  79  Num.  9 


In  conclusion  it  will  be  well  to  allude  to  the  difficulties 
which  arise  in  the  interpretation  of  the  character  of  the 
electrical  variation  of  the  human  heart. 

By  mere  inspection  of  the  electrometer  it  is  often  most 
difficult  to  determine  the  direction  of  very  rapid 
movements  of  the  mercury,  and  photography  must  be 
employed.  But  even  then,  owing  to  the  small  amplitude  of 
movement,  it  is  still  difficult  to  say  whether  the  variation 
consists  of  two  movements,  and  whether  each  movement 
indicates  a single  or  a double  variation  in  the  same  direc- 
tion. Differences  in  the  position  of  the  electrodes  also  give 
rise  to  differences  of  the  apparent  variation.  Thus  with 
the  following  position  of  the  electrodes  (Hg  electrode 
over  the  apex  beat,  H2S04  electrode  on  the  right  side  of 
the  back)  the  variation  as  watched  through  the 
microscope  appears  usually  nN,  and  changes  to  SN  if  the 
Hg  electrode  be  shifted  to  the  sternum.  If  the  Hg 
electrode  is  on  the  back  and  the  H2S04  electrode  over  the 
apex  beat,  the  variation  appears  to  be  sS  and  to  become 
nS  when  the  H2S04  electrode  is  shifted  away  from  the 
apex  beat.  The  variations  accompanying  the  heart’s  beat 
observed  as  carefully  as  possible  (without  the  aid  of 
photography)  on  a healthy  person  with  different  posi- 
tions of  the  leading  off  electrodes  were  as  follows.  It  is  to 
be  remarked  that  the  direction  of  variation  as  observed  in 
this  series  is  not  such  as  to  indicate  negativity  of  the 
cardiac  electrode  but  the  reverse. 
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It  is  on  account  of  these  sources  of  doubt  that  I have 
not  thought  it  advisable  at  this  stage  to  attempt  a definite 
interpretation  of  the  character  of  the  variation,  which 
although  as  shewn,  especially  by  the  experiments 
illustrated  in  figs.  6 and  7,  is  certainly  physiological,  may 
nevertheless  be  physically  complicated  by  the  conditions 
of  demonstration  on  the  human  body. 
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(2  to  5 seconds)  after  a single  dose  of  60  mg  of 
diltiazem. 

2 Congestive  Heart  Failure.  Although  diltiazem  has 
a negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans 
with  normal  venihcular  function  have  not  shown  a 
reduction  In  cardiac  index  nor  consistent  negative 
effects  on  conlroctility  (dp/dt). 

Expenence  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  In 
patients  with  impaired  ventricular  function  is  very 
limited.  Caution  should  be  exercised  when  using 
the  drug  in  such  patients. 

3.  Hypotension.  Decreases  in  blood  pressure  asso- 
ciated with  CARDIZEM  therapy  may  occasionally 
result  In  symptomatic  hypotension. 

4.  Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  In  enzymes  such  as  alkaline  phospha- 
tase, CPK,  LDH,  SCOT  SGPT,  and  other  symptoms 
consistent  with  acute  hepatic  injury  have  been 
noted.  These  reactions  have  been  reversible  upon 
discontinuation  of  drug  therapy  The  relationship  to 
CARDIZEM  is  uncertoin  in  most  coses,  but  prob- 
able in  some.  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidneys  and  in  bile.  As  w/ff)  any  new  dmg  given  over 
prolonged  periods,  laboratory  parameters  should  be 
monitored  at  regular  intervals.  The  drug  should  be  used 
with  caution  in  patients  with  impaired  renal  or  hepatic 


function.  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  dlltiozem 
were  associated  with  hepatic  damage  In  special 
subacute  hepatic  studies,  oral  doses  of  125  mg/kg  and 
higher  In  rats  were  associated  with  histological  changes 
In  the  liver  which  were  reversible  when  the  dnjg  was 
discontinued.  In  dogs,  doses  of  20  mg/kg  were  also 
associated  with  he^c  changes,  however,  these 
changes  were  reversible  with  continued  dosing. 

Drug  Interaction.  Phormacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  beta-blockers  or  digitalis  concomitantly  with 
CARDIZEM.  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest 
that  concomitant  use  of  CARDIZEM  and  beta-blockers  or 
digitolls  is  usually  well  tolerated.  Available  data  are  not 
suffícient.  however,  to  predict  the  effects  of  concomitant 
treatment  particularly  in  patients  with  left  ventricular 
dysfunctlan  or  cardloc  conduction  abnormalities.  In 
healthy  volunteers,  diltiazem  has  been  shown  to  increase 
serum  digoxin  levels  up  to  20% 

Carcinogenesis,  Mutagenesis,  Impairment  at 
Fertility.  A 24-monlh  study  in  rats  and  a 21  -month  study 
in  mice  showed  no  evidence  of  carcinogenicity.  There 
was  also  no  mutagenic  response  in  in  vitro  bacterial 
tests.  No  intrinsic  effect  on  fertility  wos  observed  in  rats. 

Pregnancy.  Category  C.  Reproduction  studies  hove 
been  conducted  in  mice,  rats,  and  rabbits.  Administration 
of  doses  ranging  from  five  to  ten  times  greater  (on  a 
mg/kg  basis)  than  the  daily  recommended  therapeutic 
dose  hos  resulted  in  embryo  and  fetal  lethality.  These 
doses,  in  some  studies,  hove  been  reported  to  cause 
skeletal  abnormalities  In  the  perinatal/postnatal  studies, 
there  wos  some  reduction  In  early  individual  pup  weights 
and  survival  rates.  There  was  an  increased  incidence  of 
stillbirths  at  doses  of  20  times  the  human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant 
women,  therefore,  use  CARDIZEM  in  pregnant  women 
only  If  the  potential  benefit  justifies  the  potential  risk  to  the 
fetus 

Nursing  Mothers.  Diltiazem  is  excreted  in  human 
milk.  One  report  suggests  that  concentrations  in  breast 
milk  may  approximate  seaim  levels.  If  use  of  CARDIZEM 
is  deemed  essential,  an  atlernative  method  of  infant 
feeding  should  be  instituted. 

Pediatric  Use.  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
earned  out  to  date,  but  it  should  be  recognized  that 
patients  with  impaired  ventricular  function  and  cardiac 
conduction  abnormalities  have  usually  been  excluded 

In  domestic  placebo-controlled  tools,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in 
clinical  studies  which  can  be  at  least  reasonably  asso- 


ciated with  the  pharmacology  of  calcium  influx  inhibition. 
In  many  cases,  the  relationship  to  CARDIZEM  has  nat 
been  established.  The  most  common  occurrences  as  well 
as  Iheir  frequency  of  presentation  are:  edema  (2. 4%), 
headache  (2.1%),  nausea  (1  9%),  dizziness  (1.5%), 
rash  (1.3%),  asthenia  (1.2%).  In  addition,  the  following 
events  were  reported  infrequently  (less  than  1 %). 

Angina,  arrhythmia,  AV  block  (first 
degree),  AV  block  (second  or  third 
degree  — see  conduction  warning), 
bradycardia,  congestive  heart 
failure,  flushing,  hypotension,  palpi- 
tations, syncope. 

Amnesia,  gait  abnormality,  hattuci- 
natlons,  insomnia,  nervousness, 
paresthesia,  personalily  change, 
somnolence,  tinnitus,  tremor. 
Anorexio,  constipation,  diarrhea, 
dysgeusia,  dyspepsia,  mild 
elevations  of  olkaline  phosphatase, 
SGOl  SGPT,  and  LDH  (see  hepatic 
warnings),  vomiting,  weight 
increase. 

Petechioe,  pruritus,  photosensitivity, 
urticoria. 

Amblyopia,  dyspnea,  epistaxis,  eye 
irritation,  hyperglycemia,  nasal 
congestion,  nocturia,  osteoarticutar 
pain,  polyuria,  sexual  difficulties. 

The  foltowing  postmarketing  events  have  been 
reported  infrequently  in  patients  receiving  CARDIZEM: 
alopecia,  gingival  hyperplasia,  erythema  muttiforme,  and 
leukopenia.  However,  a definitive  cause  and  efbet 
between  these  events  and  CARDIZEM  therapy  is  yet  to  be 
established.  Issued  9/86 

See  complete  Professional  Use  Information  before 
prescribing. 
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La  lista  de  detalles  de  lujo  que  lo  acompañan,  es  una  historia  aparte.  He  aquí  algunas  que  sobresalen: 

Auténtico  poder  V-8 — Sistemas  de  "Power  Control"  que  lo  liberan  de  la  fatiga  de  conducir — Aire  Acondicionado 
— Barreras  contra  el  ruido  exterior — Espacio  para  seis  pasajeros  en  asientos  acoginados. 

Ya  sea  en  lease  o haciéndolo  suyo,  no  encontrará  mejor  inversión  en  lujo,  comodidad  y valor  por  su  dinero  que  el  Chrysler  Fifth  Avenue. 
Aproveche  su  visita  a Chrysler  Plymouth  de  PR.  para  obtener  detalles  de  nuestro  Preferred  Client  Plan. 

Es  una  nueva  y ventajosa  manera  de  obtener  su  automóvil,  si  cualifica. 
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CON  7 AÑOS  ó 70,000 
MILLAS  de  GARANTIA 

CHRYSLER  MOTORS  reafirma  su  compro- 
miso de  excelencia  al  respaldar  todos  y cada 
uno  de  sus  vehículos  con  una  Garanda  limita- 
da de  7 años  ó 70,000  millas,  que  cubre  el 
motor  y el  tren  de  propulsión.  Además,  los 
garantiza  contra  perforaciones  por  oxidación 
en  la  carrocería  externa  por  7 años  ó 100, (MM) 
millas.  Algunas  restricciones  aplican.  Para 
detalles,  vea  su  Dealer  Autorizado. 


Los  Primeros  Pasos  de  la  Electrocardiografía 

en  Puerto  Rico 

José  M.  Torres-Góraez,  MD,  FACP,  FACC 


Encuentro  muy  acertada  la  decisión  de  la  Junta 
Editora  del  Boletín  de  la  Asociación  Médica  de 
Puerto  Rico  (AMPR)  de  destacaren  un  número  de  nues- 
tra revista  médica  la  conmemoración  del  centenario  de 
la  primera  demostración  del  electrocardiograma  del 
corazón  humano.  A la  vez,  aprovecho  esta  efemérides 
para  señalar  que  aunque  el  nombre  que  más  se  asocia  con 
el  inicio  de  la  electrocardiografía  es  el  de  Willem 
Einthoven,  fue  el  Dr.  Augustus  Waller  quien  grabó  el 
primer  trazo  electrocardiográfico  del  corazón  humano 
que  se  conoce.  Las  contribuciones  de  Einthoven  fueron 
muchas  y valiosas,  pero  otras,  que  marcaron  el  paso 
hacia  su  aplicación  a la  clínica  y a la  universalidad  de  su 
uso,  primero  en  los  hospitales  y más  tarde,  en  los  consul- 
torios de  los  médicos.' 

Si  consideramos  que  la  electrocardiografía  comenzó  a 
generalizarse  en  los  Estados  Unidos  hacia  el  año  1915, 
vemos  con  satisfacción  que  nuestro  pueblo  no  tardó 
mucho  en  beneficiarse  de  ese  nuevo  e importante  método 
de  diagnóstico  en  las  enfermedades  del  corazón,  ya  que  el 
Dr.  Manuel  de  la  Pila  Iglesias  (Ponce)  importó  el 
primer  electrocardiógrafo  (Siemens  — Berlín)  en  1922. 
De  hecho,  no  sé  de  ninguna  otra  nación  Centro  o Sur 
Americana  que  Argentina  (1912)^  que  se  adelantara  a 
Puerto  Rico  en  el  uso  de  la  electrocardiografía. 

Nos  cuenta  el  Dr.  José  R.  Passalacqua  (cardiólogo) 
que  como  este  aparato  era  voluminoso  (se  componía  de 
un  galvanómetro  de  cuerda  y cámaras  con  motor  y acu- 
mulador— Fig.  1),  hubo  que  construir,  sobre  zocos,  una 
habitación  espaciosa  de  madera,  aparte  del  hospital, 
donde  se  instaló.  El  Dr.  Pila  utilizó  los  servicios  de  un 
“electricista”  que  había  en  Ponce,  de  nombre  Clemente, 
que  le  ayudó  en  la  instalación,  mantenimiento  y repara- 
ciones del  equipo. 

Nos  sigue  contando  el  Dr.  Passalacqua  que  no  fueron 
pocos  los  sucesos  chistosos  que  la  operación  de  esta 
máquina  inicialmente  provocó.  Una  vez,  ya  de  noche, 
inesperadamente  se  comenzó  a oir  sonidos  como  de  tiros 
o cantazos  acompañados  de  un  chisporroteo  fulgurante 
que  alumbraba  toda  el  área  del  hospital.  Pronto  se  supo 
que  esto  se  originaba  en  “el  cuarto  de  la  máquina”.  El 
Dr.  Pila  corrió  hacia  allá  y ¿qué  encontró?  A Clemente, 
más  pálido  que  un  papel,  protegiéndose  agachado  en  el 
soterrado  bajo  el  piso  del  cuarto  creyendo  que  le  había 
llegado  la  hora.  Sin  embargo,  finalmente  el  problema  se 
pudo  resolver,  y entre  el  Dr.  Pila  y Clemente  lograron 
que  el  electrocardiógrafo  siguiera  prestando  servicios. 


Figura  1.  Unica  parte  que  se  conserva  del  primer  electrocardiógrafo 
traido  a Puerto  Rico  de  Alemania  por  el  Dr.  Manuel  de  la  Pila  Iglesias  en 
1922. 


Aún  anterior  a esa  fecha,  nuestro  Dr.  Ramón  Ruiz 
Arnau  publicó  en  1912  unas  “Notas  de  Electrocar- 
diografía” en  los  Anales  Médicos  “con  el  sólo  propósito 
de  facilitar  la  comprensión...  del  método  electrocardio- 
gráfico...” En  dicho  artículo  el  Dr.  Ruiz  Arnau  procede 
a describir  la  fisiología  cardiaca  que  da  lugar  a “la 
corriente  de  acción”  que  se  registra  gracias  al  invento  del 
“galvanómetro  de  cuerda”.  Este  último  consistía  en  un 
“hilo  de  cuarzo  argentífero  o de  platino  de  una  delgadez 
inverosímil...  tendido  entre  ambos  polos  de  un  fuerte 
electro-imán. ..que  responde  a las  más  pequeñas  variacio- 
nes del  campo  eléctrico  en  que  se  halla  colocado...”  Es  un 
ensayo  tan  claro  y completo  que  hoy  se  podría  utilizar 
para  instruir  al  estudiante  de  medicina  en  los  principios 
sobre  los  que  descansa  la  electrocardiografía.^ 

Aunque  el  Dr.  Pila,  como  era  usualmente  llamado, 
viajó  a Alemania  en  1921  para  aleccionarse  en  este 
novedoso  método  (Clínica  de  Krause  - Profesor 
Blumenfeld),  él  nunca  limitó  su  práctica  a la  cardiología. 
Es  posible  que  transmitiera  sus  conocimientos,  aunque 
prístinos,  a otros  miembros  de  la  facultad  de  su  hospital  y 
hasta  les  enseñara  y permitiera  el  uso  del  galvanómetro, 
ya  que  existen  artículos  publicados  por  otros  autores  que 
precedieron  lo  publicado  por  él. 
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El  primer  trabajo  que  sale  a la  luz  en  Puerto  Rico  y que 
se  valió  de  esa  máquina,  fue  en  1925,  y se  publicó  en 
nuestro  Boletín.  El  autor  fue  el  Dr.  Enrique  Vallecillo,  y 
en  él,  hábilmente  clasificó  203  casos  de  arritmia.^  Es 
curioso  que  este  médico  no  continuara  publicando  sus 
experiencias.  Tengo  entendido  que,  por  alguna  razón,  se 
desplazó  a Coamo  y se  le  recuerda  más  como  haberse 
quedado  ejerciendo  allí.^ 

En  1928,  el  Dr.  J.L.  Montalvo-Guenard  publicó  en  un 
Boletín  que  se  editaba  en  la  Clínica  del  Dr.  Pila  (Ponce), 
el  artículo  “El  Electrocardiograma  en  el  Predominio 
Ventricular”.  Tengo  ésta  por  la  primera  publicación 
donde  un  médico  puertorriqueño  intenta  distinguir  entre 
las  “preponderancias”  de  una  u otra  cámara  ventricular.* 
El  autor  lo  determina  utilizando  las  tres  derivaciones 
estándar  (bipolares)  y lo  analiza  de  una  manera  diáfana  y 
convincente.  Conviene  observar  que  el  término  “prepon- 
derancia” se  utilizó  en  un  tiempo  como  la  expresión 
eléctrica  de  la  hipertrofia  anatómica.  Más  tarde  se  le 
limitó  a lo  que  el  médico  americano  llamó  “strain”  y 
luego,  hace  ya  algunos  años,  cayó  en  desuso. 

El  electrocardiógrafo  del  Dr.  Pila  fue  el  único  que 
existió  en  nuestra  isla  hasta  el  año  1932,  cuando  aparece 
en  escena  nuestro  primer  cardiólogo,  el  Dr.  Antonio 
Fernós  Isern.  Este  médico  es  el  primero  debidamente 
entrenado  en  la  especialidad  que  incluía  estudios  avanza- 
dos en  la  electrocardiografia  de  aquella  época  (Medical 
Center,  Universidad  de  Columbia,  Dr.  Robert  L.  Levy, 
Nueva  York).  Estableció  su  consultorio  en  la  Avenida  de 
Diego,  Parada  22,  Santurce,  junto  al  de  su  amigo  Dr. 
Ramón  Sifre,  quien  le  cedió  el  espacio. 

Como  no  tenía  el  dinero  para  comprar  un  electrocar- 
diógrafo, fue  al  Banco  Popular  en  San  Juan  a pedir  un 
préstamo.  Esto  llegó  a oidos  del  presidente  del  banco, 
Sr.  Rafael  Carrión,  quien  para  aquel  tiempo  padecía  de 
una  taquicardia  paroxísmica  que  no  se  había  podido 
confirmar  en  un  trazo.  Llamó  al  Dr.  Fernós  a su  oficina  y 
le  dijo,  en  tono  de  broma,  que  le  concedía  el  préstamo  con 
la  condición  de  que  respondiera  a su  llamada  en  el  caso  de 
que  sufriera  un  paroxismo,  para  poder  confirmar  de 
manera  definitiva  el  diagnóstico.  Convenido  así,  el 
Dr.  Fernós  acudió  al  primer  ataque  subsiguiente  y logró 
registrar  la  arritmia.  Sigue  contando  el  Dr.  Fernós  que 
las  maniobras  usuales  no  lograron  controlarla.  En  tanto, 
don  Rafael,  acostado  en  el  suelo,  le  ofreció  una  copa  de 
“Carlos  I”.  El  médico  la  aceptó  comentando  jocosamente 
que  en  lo  que  concernía  a brandy  español  nunca  había 
pasado  de  “Carlos  III”.  Además,  le  sugirió  al  Sr.  Carrión 
que  lo  acompañara  en  lo  de  la  copa,  y el  enfermo,  con  un 
gesto  de  poca  confianza  en  la  receta,  se  tomó  un  trago. 
¡Cuál  no  fue  su  sorpresa  cuando  al  instante  cesó  la 
taquicardia  y su  pulso  volvió  a la  normalidad!  Esta  es  la 
historia  detrás  de  la  compra  del  primer  electrocar- 
diógrafo fotográfico  y portátil  Cambridge  (Fig.  2)  que  se 
trajo  a Puerto  Rico.’ 

El  Dr.  Fernós  publicó  tres  artículos  cuyos  mensajes 
estaban  directamente  relacionados  con  el  uso  del  electro- 
cardiógrafo. El  primero,  en  1935,  es  el  primer  señala- 
miento en  nuestra  literatura  de  que  cambios  en  la  onda 
QRS  reflejan  un  estado  de  degeneración  en  el  miocardio. 
En  dicho  artículo  se  presentan  ocho  electrocardiogramas 
(ECGs)  de  ocho  enfermos  distintos  que,  en  adición  a 


Figura  2.  El  electrocardiógrafo  Cambrigde  traido  por  el  Dr.  Antonio 
Fernós  Isem.  Hoy  se  encuentra  en  el  museo  de  la  biblioteca  de  la  Escuela 
de  Medicina  de  la  Universidad  de  Puerto  Rico. 


defectos  de  conducción  y arritmias,  exhibían  cambios  en 
la  QRS  que  indicaban  daño  independiente  al  miocardio.* 
En  1936,  publicó  un  caso  de  oclusión  coronaria  en  una 
mujer  de  20  años  de  edad  (diagnóstico  excepcional)’  y en 
1937  nos  presenta  dos  casos  de  bradicardia:  una  produ- 
cida por  un  bloqueo  atrio-ventricular  completo  acompa- 
ñado del  síndrome  de  Stokes-Adams  y la  otra  por  un 
bloqueo  de  2:1  que  él  sospecha  es  debido  a efectos  de  la 
digital. El  Dr.  Fernós  ejerció  la  cardiología  hasta  1942 
cuando  se  dedicó  de  lleno  a la  política. 

Es  también  de  interés  que  entre  sus  pacientes  tuvo  al 
Dr.  Luis  M.  Morales,  uno  de  nuestros  más  prominentes 
médicos,  primero  neurólogo  y luego  psiquiatra,  y ex- 
presidente de  la  AMPR  (1946).  Todavía  se  conservan  los 
ECGs  que  le  tomó  al  Dr.  Morales  (Fig.  3).  El  primero, 
interpretado  como  normal,  data  del  año  1934,  y el 
segundo  (1937)  confirma  ya  el  primer  episodio  isquémico 
que  había  sufrido  la  noche  anterior  a la  temprana  edad  de 
33  años,  y al  que  sobrevivió  por  otros  35. 

Aunque  el  Dr.  Carlos  Timothée  no  llegó  a publicar 
artículos,  sí  sabemos  que  se  dedicó  a la  cardiología.  En 
1939,  salió  hacia  Nueva  York  y tomó  un  curso  de  seis 
meses  ofrecido  por  el  Post-Graduate  Hospital  que  estaba 
afiliado  a la  Universidad  de  Nueva  York.  A su  regreso,  el 
Dr.  Garrido  Morales,  entonces  Comisionado  de  Sanidad, 
le  encomendó  la  organización  y dirección  de  la  Sección  de 
Cardiología  del  recién  construido  Hospital  de  Distrito  de 
Bayamón  y con  ello  se  inició  la  electrocardiografia  en  los 
hospitales  del  Gobierno.  Fue  responsable  de  la  interpre- 
tación de  todos  los  ECGs  que  se  tomaron  en  ese  hospital 
hasta  1952  cuando  el  Dr.  Ernesto  J.  Marchand,  ya 
cardiólogo,  se  unió  a la  Facultad  y le  brindó  su  colabo- 
ración. Aquí  debo  añadir  que  los  primeros  ECGs  que 
interpreté  en  mi  vida  profesional,  lo  hice  bajo  la  tutela  del 
Dr.  Timothée  durante  mi  internado  de  nueve  meses  en 
dicho  hospital  (1943). 

En  la  década  del  1940,  comienza  a diseminarse  la  elec- 
trocardiografia y encontramos  que  varios  médicos. 
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Figura  3.  Estas  gráficas  representan  el  electrocardiograma  normal  del  Dr.  LuisM.  Morales  tomado  en  1934  (izquierda)  y el 
primer  episodio  isquémico  que  sufrió  en  1937  (derecha). 


algunos  con  entrenamiento  adecuado  y otros  sin  él,  se 
hacen  de  electrocardiógrafos  y los  utilizan  en  su  práctica. 

El  Dr.  Arturo  Torregrosa,  prestigioso  internista  que 
ejerció  en  Santurce,  se  dedicó  a la  cardiología  en  sus 
últimos  años  y se  hizo  de  un  electrocardiógrafo  igual  al 
del  Dr.  Fernós,  el  cual  usó  con  eficacia.  Finalmente,  se  lo 
vendió  al  Dr.  Dwight  Santiago-Stevenson,  cardiólogo, 
quien  en  1948,  mientras  dirigía  el  Hospital  de  la  Escuela 
de  Medicina  Tropical,  fue  co-autor  junto  a los 
Dres.  Ramón  M.  Suárez  y Federico  Hemández-Morales, 
de  un  artículo  sobre  las  anormalidades  electrocardiográ- 
ficas  causadas  por  la  Antiomalina.“  Merece  anotarse 
aquí  que,  probablemente,  es  la  primera  vez  que  estos 
hallazgos  son  publicados  en  la  literatura  médica  mundial. 
Los  cambios  provocados  por  Fuadin  durante  el 
tratamiento  de  enfermos  puertorriqueños  que  sufrían  de 
Bilharzia,  ya  habían  sido  publicados,  en  1946,  por  los 
Dres.  Beaser  y Rodríguez-Molina.'^ 

En  Caguas,  se  destaca  el  Dr.  Ezequiel  Prieto  dedicán- 
dose y limitándose  a la  práctica  de  cardiología.  Expuso 
sus  experiencias  electrocardiográficas  sobre  arritmias  a 
través  de  un  artículo  que  publicó  en  nuestro  Boletín.’^  En 
Mayagüez,  el  Dr.  Francisco  J.  Casalduc  comienza  a 
dedicarse  a la  cardiología  pero,  que  yo  sepa,  no  dejó 
publicación  alguna.  En  Coamo, el  Dr.  Dámaso  Talavera 
usó  un  electrocardiógrafo  que  compró  para  el  hospital 
que  él  estableció  y dirigió  allí.  También  desconozco  que 
fuera  autor  de  artículo  alguno.  Los  Dres.  José  N. 
Gándara  y Juan  Roselló  también  se  interesaron  en  la 
electrocardiografía  pero  no  dejaron  escritos. 


El  Dr.  José  A.  Amadeo,  uno  de  los  médicos  que  patro- 
cinó el  Dr.  Pila,  también  se  dedicó  a la  cardiología, 
viniendo  finalmente  a ejercer  en  San  Juan.  Conocido  . 
electrocardiografísta,  mostró  gran  interés  en  la  electro-  j 
fisiología  y en  el  análisis  vectorial  de  la  electrocardiogra-  J 
fia,  al  extremo,  que  desarrolló  su  propio  sistema  de  j 
interpretación  cuya  finalidad  era  pronosticar  el  riesgo  del  | 
enfermo.  I 

El  Dr.  Rurico  Díaz-Rivera  se  convierte,  en  1948,  en  el  I 
primer  cardiólogo  que  aprueba  los  exámenes  del  í 
“American  Board  of  Cardiovascular  Diseases”.  Fue  * 
nombrado  Jefe  del  Departamento  de  Medicina  de  la  . 
Escuela  de  Medicina  de  la  Universidad  de  Puerto  Rico. 

Sin  embargo,  sus  contribuciones  a la  electrocardiografía 
llegaron  más  tarde. 

Para  esta  época,  surge  en  San  Juan  la  figura  incompa- 
rable del  Dr.  Ramón  M.  Suárez.  Ya,  en  1936,  había 
participado  en  la  publicación  de  un  artículo  sobre  elec- 
trocardiografía,pero  no  fue  hasta  su  designación  como  ¿ 
Jefe  del  Departamento  de  Medicina  en  el  Instituto  de 
Medicina  Tropical  (1940)  que  realmente  se  dedicó  a esa 
especialidad.'^’  Siguiendo  su  recomendación,  se 
compraron  dos  electrocardiógrafos  para  el  hospital:  uno 
portátil  igual  al  del  Dr.  Fernós,  y el  otro  para  un  sitio  fijo 
(Fig.  4),  ambos  fabricados  por  la  casa  Cambridge. 
Comienza  entonces  en  el  Dr.  Suárez  su  inclinación  hacia 
la  cardiología  y en  esta  década  interpreta  unos  5,000  i 
ECGs  que  se  toman  con  estos  aparatos.  En  relación  con 
este  tema,  nos  cuenta  el  Dr.  Federico  Hernández- 
Morales,  Director  Médico  del  hospital  en  aquellos  años. 
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Figura  4.  El  Dr.  Federico  Diez-Rivas  tomando  un  trazo  con  el 
electrocardiógrafo  originalmente  comprado  por  el  Dr.  Ramón  M. 
Suárez  para  el  Hospital  del  Instituto  de  Medicina  Tropical  en  el  1940. 


que  tuvo  gran  dificultad  en  conseguir  el  filamento  de 
cuarzo  para  las  máquinas.  Este  siempre  llegaba  roto, 
víctima  de  los  exámenes  requeridos  por  la  censura 
durante  la  guerra.  Parece  que  los  inspectores  sospecha- 
ban que  el  hilo  tenía  importancia  militar.... 

Principia  el  Dr.  Suárez  a publicar  sus  experiencias  y se 
convierte  en  el  médico  mayormente  responsable  del 
desarrollo,  divulgación  y madurez  de  la  electrocardio- 
grafia  en  Puerto  Rico.  En  1945,  publicó  el  primer  caso  de 
Wolff-Parkinson-White  Syndrome  que  se  conoce  en  la 
isla.’  En  1946  y 1948  analizó  distintas  variantes  de 
bloqueos  de  rama'*’  ” y otra  vez,  en  1946,  publicó  varios 
estudios  electrocardiográficos  de  la  población  puerto- 
rriqueña que  establecieron  las  normas  en  nuestro  país  y 
que  evidenciaron  un  gran  progreso  en  nuestros  conoci- 
mientos de  este  método  de  diagnóstico.’®’  ” 

Y aquí  me  detengo  en  esta  historia  ya  que  los  sucesos  de 
la  década  del  1950  en  adelante  no  son  para  incluirse  en  la 
encomienda  que  se  me  dio.  Sí  quiero  señalar  que  al 
destruirse  el  Hospital  del  Instituto  de  Medicina  Tropical, 
las  dos  máquinas  que  utilizó  el  Dr.  Suárez,  estaban 
marcadas  para  tirarse  al  basurero  municipal.  El 
Dr.  Federico  Díez-Rivas,  cardiólogo  que  se  entrenó  allí, 
las  descubrió  y las  rescató,  trayéndoselas  para  la  clínica 
que  el  dirigía  en  el  Hospital  Municipal  de  San  Juan 
(Fig.  4).  Según  me  han  enterado,  él  todavía  guarda  la 
mayor  de  las  dos  como  una  pieza  de  museo  en  el  Hospital 
San  Rafael  de  Caguas  y el  Dr.  Carlos  Bertrán  usó  la  otra 


en  una  clínica  de  cardiología  que  dirigía  en  el  Hospital 
Presbiteriano. 

Termino  este  ensayo  con  una  exhortación  a ellos  y al 
Director  Médico  de  la  Clínica  Pila  para  que  donen  y 
envíen  esas  tres  máquinas  de  electrocardiografía,  o lo  que 
quede  de  ellas,  al  museo  de  la  biblioteca  de  la  Escuela  de 
Medicina  de  la  Universidad  de  Puerto  Rico  (Centro 
Médico  — Río  Piedras)  para  que  así  ocupen  el  sitio  que 
les  corresponde  al  lado  de  la  del  Dr.  Fernós  que  se  exhibe 
allí.  De  esta  manera,  contribuirán  a simbolizar  para  la 
posteridad,  los  primeros  pasos  de  la  electrocardiografía 
en  Puerto  Rico. 
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Summary:  We  studied  a group  of  patients  undergoing 

an  elective  cholecystectomy  due  to  cholelithiasis  and 
chronic  cholecystitis,  and  we  found  that  there  is  a sig- 
nificant number  of  alterations  in  biliary  flora  and  the 
hepatic  status  as  measured  by  pathologic  (liver  biopsy)  and 
functional  (liver  function  tests)  parameters.  However,  the 
majority  of  these  changes  represent  minimal  deviations 
from  control  groups. 

A large  number  of  studies  have  concluded  that  long- 
standing gallstone  disease  results  in  progressive 
hepatic  functional  and  histopathologic  deterioration. 
Other  studies  have  shown  an  increased  incidence  of 
organisms  cultured  from  bile  in  patients  with  chronic 
cholecystitis.  We  became  interested  in  evaluating  these 
reported  alterations  in  patients  with  chronic  cholecystitis 
at  our  institution.  This  report  deals  with  the  frequency 
and  severity  of  liver  damage  as  measured  by  histopa- 
thological  changes,  the  alterations  in  hepatic  function 
tests,  and  the  incidence  and  composition  of  bacterial 
growth  in  these  patients. 

Materials  and  Methods 

One  hundred  and  eighty  two  patients  with  chronic 
cholecystitis  were  seen  in  our  clinics  and  these  underwent 
an  elective  cholecystectomy  during  the  period  of 
January  1 to  December  31,  1979.  Of  these,  the  complete 
records  of  162  patients  were  available  for  analysis.  The 
initial  diagnosis  was  based  on  clinical  signs  and 
symptoms  and  confirmed  with  either  a gallbladder  series 
or  gallbladder  ultrasound.  One  week  prior  to  admission  a 
routine  laboratory  workup  including  a hematologic, 
coagulation,  and  hepatic  profile  was  performed.  During 
surgery  bile  cultures  were  obtained  in  84  patients,  and  a 
wedge  biopsy  of  liver  was  done  in  109  patients.  A patho- 
logic grading  of  the  submitted  specimen  based  on  the 
presence  and  magnitude  of  fatty  changes  was  performed. 
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All  patients  underwent  a formal  cholecystectomy  with 
three  patients  requiring  exploration  of  the  common  duct, 
and  another  one  requiring  a sphincteroplasty.  An  intra- 
operative cholangiogram  was  performed  in  41  patients. 
Five  of  these  cholangiograms  were  reported  as  positive: 
two  for  gallstones  in  the  common  bile  duct,  one  for 
obstruction  at  the  distal  portion  of  the  duct,  one  for  a 
markedly  dilated  common  bile  duct,  and  another  for 
stricture  of  the  papilla  of  Vater. 

Results 

General  data 

One  hundred  and  forty  three  patients  were  females 
(88%)  and  nineteen  were  males  (12%);  the  average  age  was 
45  years  with  a range  of  15  to  74  years.  A history  of 
pancreatitis  was  present  in  1 5 patients  (9.3%),  of  jaundice 
in  17  patients  (10.5%),  and  of  hiatal  hernia  in  3 patients 
(1.9%). 

Hemoglobin  levels  (pre-operatively)  were  normal  in 
89%  of  patients,  and  below  the  normal  range  in  11%. 
White  blood  cell  counts  were  normal  in  83%  of  patients, 
elevated  in  10%,  and  decreased  in  7%. 

One  hundred  and  fifty  nine  patients  had  chronic  cho- 
lecystitis documented  by  pathologic  examination  of  the 
gallbladder.  Of  these  there  were  150(94.3%)  with  chronic 
cholecystitis  and  cholelithiasis,  7 (4.4%)  with  acalculous 
chronic  cholecystitis,  and  2(1.2%)  with  chronic  cholecys- 
titis and  cholesterolosis.  In  three  cases  the  gallbladder 
pathology  could  not  be  obtained  from  the  records. 

Bile  cultures  (see  Table  I): 

Of  the  84  patients  in  whom  a bile  culture  was  obtained, 
20  (23.7%)  cases  had  positive  cultures.  A single  strain 
was  isolated  in  17  of  the  20  positive  cultures:  Staphylo- 
coccus epidermidis  in  6 (35%),  Alpha  streptococcus  in  5 
(29%),  Eschericia  coli  in  3 (18%),  and  anaerobic  diph- 
teroids  in  3 (18%).  Three  cases  revealed  a mixed  flora  as 
follows:  Eschericia  coli  and  Clostridium  perfmgens. 
Pseudomonas  aeruginosa  and  Beta  streptococcus,  and 
Eschericia  coli  and  Klebsiella. 
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Table  I - Results  of  bile  cultures  in  84  patients 


Total  cultures 

84  (100%) 

Positive  cultures: 

20  (23.8%) 

single  strain 

17 

mixed  Hora 

3 

Liver  biopsy  (see  Table  II): 

A liver  biopsy  was  obtained  in  109  patients  and  graded 
by  the  pathologist  as  follows:  63  patients  (58%)  were 
within  normal  limits,  33  patients  (30%)  with  minimal 
fatty  changes,  11  patients  (10%)  with  moderate  fatty 
changes,  and  2 patients  (2%)  with  severe  fatty  changes. 


Table  II  - Results  of  hepatic  histopatbology  in  109  patients  with  chronic 
cholecystitis  based  on  the  degree  of  fatty  metamorphosis 


Pathologic  changes 

Number  of  cases  (%) 

Normal 

63  (58%) 

Minimal  fatty  degeneration 

33  (30%) 

Moderate  fatty  degeneration 

11  (10%) 

Severe  fatty  degeneration 

2 ( 2%) 

Liver  function  tests  (see  Table  III): 

Abnormal  elevations  were  found  in  19%  of  SGOT 
determinations,  25%  of  SGPT  tests,  21%  of  alkaline 
phosphatase  levels,  6.2%  of  serum  bilirubin  levels,  and  in 
51%  of  LDH  determinations.  In  all  of  the  cases  in  which  a 
serum  albumin  level  was  obtained  (154)thiswasfound  to 
be  within  normal  limits.  Prothrombin  time  was  recorded 
in  159  cases  and  of  these,  153  patients  (96%)  were  within 
normal  limits;  the  partial  thromboplastin  time  was 
normal  in  157  cases  (99%). 


have  reported  an  incidence  of  20  to  40%  of  positive 
cultures  in  gallbladder  bile;  and  of  25  to  50%  in  the 
gallbladder  wall  of  patients  with  chronic  cholecys- 
titis.’’ * 

FamelP  has  commented  on  the  pathogenesis  of  this 
bactibilia.  Three  routes  have  been  proposed:  (1)  the 
enterohepatic  route  whereby  colonic  organisms  go 
through  the  portal  blood  to  the  liver,  and  are  excreted  in 
the  bile,  subsequently  proliferating  in  the  stagnant  bile  of 
a diseased  biliary  tree;  (2)  the  ascending  route,  whereby 
these  organisms  go  from  the  duodenum  through  the 
papilla  of  Vater  and  ascend  the  biliary  tree;  and  (3)  the 
hematogenous  route,  through  which  organisms  are  taken 
passively  to  the  diseased  biliary  tree  where  proliferation 
takes  place. 

Studies  of  cultures  of  bile  from  patients  with  a normal 
biliary  tree,  and  in  patients  with  common  duct  obstruc- 
tion not  due  to  stones  have  found  to  be  sterile.^’  ’ Clos- 
tridium perfringens  was  present  in  one  case  despite  the  fact 
that  cultures  were  not  taken  in  an  anaerobic  media 
(although  the  specimens  received  by  the  laboratory  were 
also  incubated  anaerobically).  Some  series  report  that 
these  organisms  are  present  in  10  to  20%  of  all  positive 
biliary  cultures."*’  ’’  ’ Fatal  infections  following  biliary 
tree  surgery  with  the  presence  of  Clostridia  and  with 
coliforms  have  been  reported.^ 

It  is  interesting  to  note  that  the  majority  of  positive  bile 
cultures  occurred  in  patients  over  56  of  age.  It  has  been 
noted  previously  that  elderly  patients  are  more  likely  to 
yield  positive  cultures.^ 

Chetlin  and  Elliot^  noted  that  sepsis  causes  41%  of 
postoperative  deaths  in  biliary  surgery,  and  for  this 
reason  they  argue  that  cultures  should  not  be  omitted 
during  an  operation  on  the  biliary  tree,  especially 
when  the  common  bile  duct  is  opened  for  whatever 
reason.  They  noted  that  when  choledocotomy  is  perfor- 
med the  incidence  of  positive  cultures  rises  to  67%. 


Table  III  - Results  of  liver  function  tests. 


Alkaline 


SGOT 

SGPT 

phosphatase 

Tot.  bilirubin 

LDH 

Albumin 

(0-41  u/l) 

(0-95  u/l) 

(30-115  u/l) 

(0. 2-1-2  mg/dl) 

(60-200  u/l) 

(3.0-5.5  g/dl) 

Total  patients 

152 

89 

148 

160 

161 

154 

Normal  levels 

123  (81%) 

67  (75%) 

117  (79%) 

150  (93.8%) 

79  (49%) 

154  (100%) 

Abnormal  levels 

29  (19%) 

22  (25%) 

31  (21%) 

10  ( 6.2%) 

82  (51%) 

0(  0%) 

Numbers  in  parenthesis  indicate  the  normal  range  of  values  for  a particular  test 


Discussion 

Our  study  was  limited  to  patients  with  chronic  chole- 
cystitis that  underwent  an  elective  cholecystectomy.  An 
incidence  of  nearly  one  in  ten  patients  had  a history  of 
jaundice  or  pancreatitis;  and  approximately  10%  of  the 
cases  presented  with  anemia  or  leukocytosis. 

There  were  20  cases  (20.3%)  with  positive  bile  cultures, 
with  some  of  the  organisms  (such  as  Staphylococcus 
epidermidis  and  diphtheroid  species)  most  likely  repre- 
senting contaminants.  Disregarding  these  organisms  the 
positive  culture  rate  was  13.3%.  Several  investigators 


Keithley  and  coauthors*  go  further  to  recommend 
routine  intraoperative  use  of  a Gram  stain  of  bile  to 
detect  the  presence  of  bactibilia.  They  argue  that  this  may 
show  the  presence  of  Gram  positive  rods  and  thus 
identify  the  patients  at  risk  for  clostridial  septicemia. 
Farnell'*  reports  that  a Gram  stain  accurately  predicted 
the  presence  of  bactibilia  in  87%  of  cases,  and  recom- 
mends the  routine  use  of  antibiotics  intraoperatively  if 
Gram  positive  rods  are  present. 

The  liver  biopsies  were  evaluated  for  the  presence  and 
degree  of  fatty  changes.  We  found  out  that  46  cases  (42%) 
presented  with  fatty  changes.  Flinn'  reported  an  18% 
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incidence  of  similar  changes  in  his  study.  However,  when 
he  compared  this  to  a control  group  of  patients  he  found 
no  difference  in  those  with  or  without  gallstones,  using 
parameters  measuring  the  degree  of  fatty  changes, 
fibrosis,  and  lymphocytic  infiltration.  In  addition,  he 
concludes  that  acute  inflammatory  changes  of  the  liver 
were  more  frequent  in  patients  with  gallstone  disease. 

Functional  liver  abnormalities  occur  more  frequently 
in  patients  with  acute  cholecystitis  and  choledocholi- 
thiasis  than  in  those  with  chronic  cholecystitis.’  In  a study 
by  Lindenauer’  the  authors  found  minimal  deviations  in 
hepatic  function  tests  in  patients  with  chronic  cholecys- 
titis. They  reported  no  abnormalities  in  transaminase, 
alkaline  phosphatase,  or  serum  bilirubin  levels.  In  our 
study,  the  transaminases  (SGOT  and  SGPT)  and  the 
alkaline  phosphatase  levels  were  abnormal  in  nearly  20% 
of  the  cases,  and  the  serum  bilirubin  levels  in  6.2%  of  the 
cases.  Lindenauer’  also  found  that  the  serum  albumin 
levels  were  abnormal  in  13.6%  of  the  cases,  whereas  in 
our  cases  these  levels  were  normal  in  all  patients.  The 
only  significant  abnormality  that  they  reported  in  their 
patients  with  chronic  cholecystitis  was  an  alteration  of 
prothrombin  time  in  30%  of  their  cases.  In  our  study  only 
4%  of  the  patients  presented  with  an  altered  prothrombin 
time. 

Resumen:  Se  estudió  un  grupo  de  pacientes  a los  cuales 

se  les  practicó  una  colecistectomía  debido  a colelitiasis 
asociada  a una  colecistitis  crónica  para  determinar  si  había 
alguna  alteración  en  la  flora  de  la  bilis  o de  la  función  e 
histopatología  hepática. 
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Abstract:  We  report  the  case  of  a nine  month  old  infant 

referred  to  the  University  Pediatric  Hospital  with  a 
persistent  pneumonic  process.  On  admission  he  had 
respiratory  distress,  generalized  lymphadenopathy,  failure 
to  thrive,  oral  and  genital  moniliasis,  and  hepatosplenome- 
galy.  A concurrent  infection  with  M.  tuberculosis  and 
Human  Immunodeficiency  Virus  (HIV)  was  documented. 
Features  common  to  both  infections  became  apparent. 

The  epidemiology,  diagnosis  and  therapeutic  approach  of 
children  with  the  Acquired  Immune  Deficiency  Syndrome 
(AIDS)  are  discussed.  Recommendations  regarding  treat- 
ment of  simultaneous  HIV  and  M.  tuberculosis  infection 
are  made. 

The  acquired  immune  deficiency  syndrome  (AIDS), 
first  described  in  the  United  States  in  198 1 is  recog- 
nized w'orldw'ide  as  a clinical  entity  w'hich  can  affect 
children  and  adolescents.^  This  syndrome,  distinct  from 
the  previously  known  immunodeficiencies  is  caused  by  a 
recently  described  retrovirus,  the  human  immunodefi- 
ciency virus  (HIV),  related  toa  group  of  cytophatic  retro- 
viruses, the  lentiviruses.  HIV  was  formerly  known  as 
Human  Lymphotropic  Virus  Type  III  (HTLV-III)  or  as 
Lymphadenopathy  Associated  Virus  (LAV).^ 

As  a result  of  their  immunodeficiency,  patients  with 
AIDS  are  highly  susceptible  to  a wide  variety  of 
infectious  processes  including  opportunistic  infections 
with  bacteria,  mycobacteria,  viruses,  fungi,  and  protozoa. 
Since  many  of  these  infectious  complications  are 
treatable,  early  recognition  and  appropriate  manage- 
I ment  of  patients  with  the  syndrome  are  of  utmost 
I importance. 

The  aim  of  this  report  is  to  describe  the  clinical 
j presentation  of  an  infant  with  both  tuberculosis  and 
AIDS  seen  recently  at  the  University  Pediatric  Hospital 
(UPH)  and  to  discuss  briefly  the  epidemiology,  diagnosis, 
h and  therapeutic  approach  to  children  with  AIDS. 


From  the  Department  of  Pediatrics.  School  of  Medicine  of  the 
University  of  Puerto  Rico,  San  .¡uan,  Puerto  Rico  00936 
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Patient  Report 

A nine  month  old  male  infant  was  transferred  to  UPH 
from  a nearby  community  hospital  with  fever  of  more 
than  one  month  duration,  failure  to  thrive,  oral  and 
genital  moniliasis,  generalized  lymphadenopathy  and 
hepatosplenomegaly.  A pneumonic  process  had  persisted 
despite  parenteral  antimicrobial  therapy. 

The  infant  was  born  to  a 21  year  old  GII  PI  mother 
after  a full  term  pregnancy.  Delivery  was  by  cesarean 
section  due  to  maternal  fever  and  chorioamnionitis.  Birth 
weight  was  1988  g.  The  neonatal  period  w'as  complicated 
by  necrotizing  enterocolitis  requiring  eleven  days  of 
parenteral  antimicrobial  therapy  with  amplicillin  and 
gentamycin  and  total  parenteral  nutrition.  He  did  not 
receive  transfusions  of  blood  or  any  of  its  components. 
He  was  discharged  at  three  weeks  of  age  in  satisfactory 
condition. 

At  six  weeks  of  age,  the  patient  was  readmitted  with  an 
incarcerated  inguinal  hernia.  Because  of  anemia  (Hgb  8.2 
g/dL),  prior  to  emergency  surgery  a blood  transfusion, 
was  required.  This  blood  had  been  tested  and  found  to  be 
HIV  negative.  After  surgery  he  did  well  until  four  months 
of  age  when  he  developed  diarrhea.  This  became  a 
recurrent  problem  that  prompted  repeated  emergency 
room  visits. 

When  referred  to  UPH  at  nine  months  of  age  the 
patient  showed  developmental  delay.  He  was  below  the 
5th  percentile  for  height,  weight  and  head  circumference. 
On  admission  he  was  in  moderate  respiratory  distress. 
Severe  oral  and  genital  moniliasis,  generalized  lympha- 
denopathy, and  hepatosplenomegaly  were  also  present. 
A chest  roentgenogram  revealed  a dense  left  upper  lobe 
infiltrate  (see  figure  1).  A left  sided  pleural  effusion  was 
also  found  tobe  present  on  subsequent  films.  Except  for  a 
Hgb  of  8.6  g/dL  his  initial  laboratory  evaluation  was 
unremarkable. 

Appropriate  bacterial  cultures  were  obtained  and 
parenteral  antimicrobial  therapy  was  started  with  ampi- 
cillin  and  amikacin.  The  patient’s  initial  hospital  course 
was  characterized  by  spiking  fever  and  persistent  respi- 
ratory distress  prompting  reassessment.  Despite  a 
negative  tuberculin  test  in  the  child,  a history  of  a positive 
tuberculin  test  in  his  mother  and  five  year  old  sister  made 
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Figure  1. 


consideration  of  a mycobacterial  infection  mandatory. 
Treatment  with  isoniazid  and  rifampin  was  started. 
M.  tuberculosis  was  subsequently  cultured  from  lung 
tissue  obtained  by  percutaneous  needle  aspiration  and 
from  early  morning  aspirates  of  gastric  contents. 

The  combined  presence  of  significant  failure  to  thrive, 
persistent  mucocutaneous  moniliasis  with  a negative 
Candida  skin  test  and  pulmonary  tuberculosis  with  a 
negative  tuberculin  test  suggested  an  immunodeficiency. 
As  part  of  the  diagnostic  work  up  the  patient’s  serum  was 
tested  for  the  presence  of  antibodies  against  human 
immunodeficiency  virus  (HIV)  by  enzyme  linked 
immunoabsorbent  assay  (ELISA)  and  by  Western  blot  test. 
The  results  of  both  tests  were  positive.  Both  parents  also 
antibodies  against  HIV.  The  only  risk  factor  identified 
was  a paternal  history  of  multiple  sexual  partners.  • 

The  patient’s  left  upper  lobe  pulmonary  infiltrate  and 
pleural  effusion  cleared  promptly  and  completely  with 
antituberculous  therapy.  He  subsequently  received 
rifampin  for  twelve  months  and  isoniazid  for  eighteen 
months. 

During  the  follow-up  period  he  has  had  recurrent 
episodes  of  fever,  protracted  diarrhea,  failure  to  thrive 
and  recurrent  mucocutaneous  candidiasis.  Repeated 
chest  films  show  a persistent  and  progressive  pattern  of 
perihilar  interstitial  infiltrates. 


Discussion 

The  patient  described  in  this  report  depicts  quite 
vividly  the  protean  nature  of  AIDS  in  children.  His 
concurrent  infection  with  Mycobacterium  tuberculosis. 
independently  of  its  clinical  importance  which  is 


unquestionable,  is  interesting  in  that  a rather  startling 
parallel  between  the  two  infections  becomes  evident. 
Both  infectious  processes  represent  public  health 
problems  of  worldwide  importance  and  in  those  afflicted 
with  either  infection,  the  clinical  expression  varies  from 
the  asymptomatic,  but  with  immunological  evidence  of 
infection,  to  the  most  severe  and  life  threatening  form  of 
disease.  Furthermore,  the  appearance  and  variability  of 
clinical  disease  has  been  related  to  social  and  economic 
conditions  in  both  tuberculosis  and  AIDS. 

Currently,  in  the  United  States,  tuberculosis  and  HIV 
infections  are  highly  prevalent  among  Blacks  and 
Hispanics,  minority  groups  generally  conceded  to  be 
underpriviledged.  Recently  published  statistics  reveal  a 
cumulative  incidence  of  AIDS  among  Blacks  and 
Hispanic  children  that  is  15.1  and  9. 1 times,  respectively, 
the  incidence  for  white  children.''  In  the  case  of 
tuberculosis,  the  disease  occurs  4.3  times  more  frequently 
in  non-white  children  less  than  five  years  of  age  than  in 
white  children  of  comparable  age.^  These  statistical 
observations  become  more  relevant  when  we  consider 
that  Blacks  and  Hispanics  represent  only  18%  of  the 
United  States  population.* 

A recent  increase  in  the  incidence  of  tuberculosis  in  the 
United  States  has  been  attributed  to  concurrent  infection 
with  HIV.  Data  on  prevalence  of  tuberculosis  for  selected 
areas  shows  that  4.2%  of  patients  with  AIDS  also  have 
tuberculosis.^  Since  persons  infected  with  both  HIV  and 
the  tuberculosis  bacillus  may  be  at  high  risk  for  severe 
disease,  it  has  been  recommended  that  all  patients  with 
tuberculosis  be  tested  for  HIV  antibodies.*  As  a preven- 
tive measure  against  tuberculosis,  it  has  been  suggested 
that  all  persons  who  are  HIV  seropositive  and  have  a 
positive  tuberculin  skin  test  should  receive  isoniazid 
prophylaxis.’  This  may  be  particularly  important  in 
children.'^ 

Up  to  now  tuberculosis  has  been  rare  in  children  with 
AIDS.  No  cases  have  been  reported  in  several  recent 
series  from  the  United  States.’’  “ As  the  number  of 
children  with  AIDS  increases,  it  is  possible,  given  the  pro- 
bability that  many  of  them  will  come  from  households 
with  high  prevalence  of  tuberculosis,  that  an  increasing 
number  of  infants  and  children  with  AIDS  may  become 
infected  with  tuberculosis  and  develop  the  disease.  The 
patient  we  are  reporting  may  be  one  of  the  first  to 
illustrate  such  trend.  Yet,  given  the  low  rate  of  tuber- 
culous infection  among  infants  and  children  in  the  United 
States  as  well  as  Puerto  Rico,  it  is  unlikely  that  the 
problem  in  the  pediatric  age  group  will  approach  the 
frequency  that  has  been  reported  in  adults. 

Our  patient  showed  an  excellent  clinical  and  radiolo- 
gical response  to  therapy  with  isoniazid  and  rifampin. 
This  is  consistent  with  the  reported  clinical  experience  in 
patients  with  simultaneous  HIV  and  M.  tuberculosis 
infection  who  respond  well  to  antituberculous  therapy.'® 
According  to  recent  recommendations,  these  patients 
initially,  should  receive  treatment  with  isoniazid, 
rifampin  and  a third  drug  such  as  pyrazinamide, 
streptomycin  or  ethambutol.  If  antituberculous  drug 
resistance  is  suspected,  a four  drug  regimen  has  been 
recommended.'®’  "’  In  infants  and  young  children 
ethambutol  may  not  be  the  best  choice  because  this  drug 
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can  cause  retrobulbar  neuritis  and  should  not  be  used  in 
patients  too  young  to  be  tested  for  visual  acuity  and  color 
perception."’  " Treatment  may  need  to  be  longer  than 
the  now  standard  nine  months, " particularly  in 
children,  in  whom  the  experience  with  shorter  courses  of 
therapy  is  still  limited. 

Unfortunately,  no  specific  treatment  for  AIDS  is 
available  yet.  As  is  the  case  of  this  patient,  successful 
treatment  of  tuberculosis  or  any  other  infection  does  not 
alter  the  underlying  cause  of  the  problem.  This  leaves  the 
clinician  with  the  difficult  task  of  treating  complications, 
infectious  or  otherwise,  as  they  occur. 

AIDS  in  pediatric  patients  can  be  a severe  and  complex 
illness  with  a high  morbidity  and  mortality.  Unlike 
adults,  acquisition  of  HIV  infection  in  children  rarely 
involves  sexual  transmission.  Approximately  80%  of 
children  become  infected  from  an  infected  motherduring 
pregnancy  or  at  the  time  of  delivery.  Another  important 
source  of  infection,  documented  in  12%  of  reported 
cases,  is  HIV  contaminated  blood  or  its  components.’ 
Transfusion  related  infections  were  particularly  impor- 
tant prior  to  1985  when  serological  testing  of  potential 
blood  donors  became  routine  in  the  United  States  and  in 
Puerto  Rico. 

Clinically,  HIV  infection  can  have  a wide  spectrum  of 
manifestations.  The  infected  child  can  be  asymptomatic 
or  may  present  a host  of  non-specific  symptoms  and  signs 
such  as  recurrent  fever,  failure  to  thrive,  developmental 
delay,  persistent  oral  or  cutaneous  candidiasis,  protracted 
or  recurrent  diarrhea,  generalized  lymphadenopathy  or 
hepatosplenomegaly.^ 

A frequent  manifestation  of  pulmonary  involvement  in 
children  with  AIDS  and  rarely  seen  in  adults  is  pulmo- 
nary lymphoid  hyperplasia,  also  known  as  lymphocytic 
interstitial  pneumonitis  (LIP).  This  condition  is  charac- 
terized by  insidious  onset  of  respiratory  distress,  mild  to 
moderate  hypoxemia,  a diffuse  nodular  pattern  on  chest 
X-rays  and  hyperplasia  of  bronchial  lymphoid  tissue  on 
histopathological  studies." 

Rarely  observed  in  adults  is  a diffuse  parotiditis 
probably  viral  in  etiology  which  is  seen  in  a small  percen- 
tage of  children.^  In  contrast,  Kaposi’s  sarcoma  and 
other  malignancies  seen  frequently  in  adults  are  only 
rarely  seen  in  children. 

Laboratory  findings  frequently  observed  include 
anemia,  leukopenia,  thrombocytopenia,  and  elevated 
immunoglobulins.  T-cell  mediated  immunity  may  be 
impaired  as  measured  by  a variety  of  studies  such  as  total 
T-helper  cell  count  and  T-helper  / T-suppresor  lympho- 
cyte ratio. 

Delayed  hypersensitivity  as  measured  by  skin  testing 
depends  on  the  patient’s  past  immunological  experience. 
Therefore,  this  tool  of  assessing  cell  mediated  immunity 
while  useful  in  the  older  child  may  be  of  limited  value  in 
young  infants  who  may  have  not  been  sensitized  to  the 
commonly  used  skin  test  antigens.  Anergy  is  a frequent 
finding  in  AIDS. 

Opportunistic  infections  are  the  hallmark  of  immune 
dysfunction  in  patients  with  AIDS.  The  most  frequently 
reported  pathogen  is  Pneumocisiis  carinii  followed  by 
Mycobacterium  avium  intracellulare.'^'  " In  children 
recurrent  infections  with  common  bacterial  pathogens 
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are  also  frequent.^  Many  times  the  unusual  Ircquencyof 
infections  is  the  first  clue  to  the  diagnosis. 

Aggressive  management  of  infectious  complications  is 
of  utmost  importance.  What  can  be  a trivial  infection  in  a 
normal  child  may  have  devastating  consequences  in 
patients  with  AIDS  because  of  their  immune  dysfunc- 
tion. Therefore,  we  should  have  the  same  sense  of 
urgency  in  carrying  out  the  diagnostic  work  up  and 
initiating  antimicrobial  therapy  that  characterizes  our 
approach  to  other  children  at  risk  of  fulminant  sepsis. 

Once  infection  is  suspected,  all  necessary  cultures  for 
bacteria,  fungi,  and  if  possible,  for  viruses  should  be 
obtained.  Protozoa  may  be  identified  by  microscopic 
examination  of  the  appropriate  clinical  specimens.  The 
availability  of  effective  antimicrobial  agents  amply 
justifies  the  use  of  invasive  procedures  such  as  fiberoptic 
bronchoscopy  and  lung  biopsy  in  the  diagnostic  work- 
up."’ " Endoscopy  procedures  are  favored  before  under- 
taking open  lung  biopsy  and  the  latter  should  be  done 
only  when  it  is  deemed  necessary  to  obtain  information 
which  will  likely  benefit  the  outcome.’*’  ” 

In  selecting  initial  antimicrobial  therapy,  one  must 
take  into  account  that  children  with  AIDS  are  subject  not 
only  to  infections  with  opportunistic  microorganism  but 
also  with  common  pathogens  such  as  .S’,  aureus., 
S pneumoniae.  //.  Influenzae,  and  Salmonellae  sp.^  In 
addition,  because  of  their  immunodeficiency,  infections 
with  gram  negative  enteric  bacteria.  Pseudomonas,  and 
fungi  are  also  .seen,  particularly  in  hospitalized  patients 
or  following  invasive  procedures, (López  Correa,  R.  et  al; 
unpublished  data). 

Pneumocystis  carinii  pneumonia  should  be  treated  with 
trimethoprim/sulfamethoxazole  or  with  pentamidine  if 
the  patient  cannot  tolerate  the  former.  Prophylactic 
treatment  with  trimcthoprim/sulfamethoxazole  should 
be  given  to  children  who  can  tolerate  this  drug.’* 
Administration  of  the  medication  intermittently  on  three 
consecutive  days  each  week  has  been  successful  and  may 
help  to  alleviate  the  problem  of  severe  and  frequent 
adverse  reactions  to  trimethoprim/sulfamelhoxazole  in 
patients  with  AIDS.^°  Amphotericin  B is  the  drug  of 
choice  for  systemic  fungal  infections  and  ketoconazole 
may  be  used  to  treat  chronic  mucocutaneous  candidiasis 
unresponsive  to  nystatin, 

At  present,  there  is  no  effective  antiviral  treatment 
available  to  offer  to  children  with  AIDS. 

In  addition  to  the  treatment  of  specific  infections, 
successful  treatment  of  AIDS  would  logically  require  the 
reconstitution  of  the  patient’s  immune  function.  So  far, 
no  modality  of  treatment  has  been  successful  in  this 
respect.  Since  many  children  with  AIDS  are  unable  to 
produce  protective  (neutralizing)  antibodies,  they  may 
benefit  from  the  monthly  intravenous  administration  of 
human  immune  globulin.^’  ’* 

Pediatric  AIDS  represents  one  of  the  main  challenges 
of  this  century  to  all  concerned  with  the  welfare  of 
children.  Given  the  present  epidemiologic  trends  of 
worldwide  HIV  transmission"  as  well  as  the  reported 
experience  in  Puerto  Rico,^’  the  island  is  likely  to 
experience  a serious  problem  of  pediatric  AIDS  in  the 
near  future.  The  impact  of  this  fearsome  disease  on  the 
health  care  system  is  Just  unfolding. 
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Resumen:  Reportamos  el  caso  de  un  infante  de  nueve 

meses  de  edad  referido  al  Hospital  Pediátrico  Universitario 
con  pulmonía.  En  admisión  el  paciente  presentó  angustia 
respiratoria,  línfadenopatía  generalizada  y hepatoesple- 
nomegalia.  Infección  simultánea  con  Mycobacterium 
tuberculosis  y el  Virus  de  Immunodeficiencia  Humana 
(HIV)  fue  documentada. 

La  epidemiología,  el  diagnóstico  y manejo  de  niños  con  el 
Síndrome  de  Immunodeficiencia  Adquirida  (SIDA)  se 
discuten,  se  presentan  recomendaciones  en  el  manejo  de 
niños  con  infección  combinada  de  HIV  y tuberculosis. 
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It  Shouldn’t  Even 
Be  a Contest 

You  want  what's  best  for  your 
patients  — not  what's  cheapest. 

Medicine  shouldn't  be  practiced  any 
other  way. 

Yet  today's  physicians  are  wrestling 
with  a troublesome  array  of  cost-con- 
tainment initiatives;  fee  freezes,  arbi- 
trary caps  on  Medicare  reimburse- 
ment, even  restrictions  on  access  to 
care.  The  stakes  are  high  — life  or  death. 

The  AMA  is  in  favor  of  cost-effec- 
tiveness, but  not  at  the  expense  of  qual- 
ity care  — or  physicians'  freedom  to 
provide  it.  So  we're  acting,  not 
reacting  — by  delivering  cost-effective- 
ness information  at  special  workshops 
and  annual  meetings;  by  offering  pub- 
lications, including  the  Physician's  Cost 
Containment  Checklist;  and  by  launch- 
ing programs  such  as  the  Cost-Effec- 
tiveness Network  for  hospital  staffs  to 
test  cost-effectiveness  strategies,  and 
the  Health  Policy  Agenda  for  the 
American  People,  a long-range  set  of 
directions  and  priorities  for  health  care. 

In  Washington,  D.C.,  and  in  court, 
we're  fighting  government-imposed  fee 
freezes  and  other  attempts  to  restrict 
the  rights  of  physicians  and  patients. 

You  can  fight  back— by  joining  the 
AMA.  Together,  we'll  help  make  sure 
that  quality  wins  — every  time. 

For  information,  call  collect  (312)  645-4783. 

The  American  Medical  Association 

535  North  Dearborn  Chicago,  Illinois  60610 
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CASE  REPORTS 


Intermittent  Pre-excitation 
(Wolff-Parkinson-White)  Syndrome 
In  Association  with  Simple  Mirror-Image 
Dextrocardia  (Dextrocardia  with  Situs  Inversus) 

Charles  D.  Johnson,  MD,  FaCC 


Summary:  A case  of  intermittent  pre-excitation  (the 

Wolff-Parkinson-White  syndrome)  in  association  with 
simple  mirror-image  dextrocardia  (dextrocardia  with  situs 
inversus),  is  described.  Sinus  bradycardia  and  arrhythmia 
were  present. 

The  combination  of  the  Wolff-Parkinson-White 
(WPW)  syndrome  in  simple  mirror-image  dextro- 
cardia appears  to  be  rarely  documented. This  com- 
munication describes  such  an  association. 

Case  Report 

This  20-year-old  athletic  male  noted  the  recent  onset  of 
palpitations,  dizziness,  right  anterior  chest  pains  and 
fatigue  with  marked  physical  exertion  (racketball,  weight 
lifting)  and  sudden  bodily  movements.  He  considered 
himself  not  the  equal  of  his  peers  at  that  time.  There  were 
no  other  symptoms  and  he  was  not  taking  any  therapy. 

Physical  examination  was  normal  except  for  periods  of 
variably  slow  and  faster  pulse  and  cardiac  rhythm,  the 
cardiac  apex  being  located  in  a comparable  normal 
position  in  the  right  hemithorax  and  findings  of  simple 
mirror-image  dextrocardia.  A chest  roentgenogram 
confirmed  the  physical  findings.  An  M-mode  echocar- 
diogram was  normal  except  for  the  dextrocardia. 

Figure  1 demonstrates  both  mirror-image  dextrocardia 
and  pre-excitation  conduction.  Type  ABI.  The  P vector  is 
oriented  rightward,  inferiorly  and  anteriorly.  The  P-R 
interval  measures  0.10  - 0.11  S or  less.  There  are  delta 
waves  in  most  leads  and  broad  QRS  complexes.  “QS” 
complexes  are  present  in  aVF.  The  right  chest  leads  show 
a typical  pattern  of  only  pre -excitation . Sinus  arrhythmia 
and  bradycardia,  minimal  rate  45^6  per  minute  during 
spontaneous  breathing,  are  evident. 

' Figure  2 (age  13  years)  reveals  the  typical  pattern  of 
simple  mirror-image  dextrocardia  alone.  There  are  also 
peaked  P waves  in  leads  V,,  V2,  VjR,  V4R,  with  deep 
S waves,  a QR  complex  in  a VL,  rsR‘  complexes  in  leads 
I,  II,  Vj.,  and  signs  of  incomplete  right  bundle  branch 
block  (IRBBB).  A R/s  is  present  in  aVF  and  a qRs 
complex  in  V^R. 


University  of  Puerto  Rico,  School  of  .Medicine.  Deparmeni  of  Medicine. 
Section  of  Cardiology.  Rio  Piedras.  P.R.  0Q936 


Figure  1.  Electrocardiogram  (ECG)  showing  both  pre-excitation 
conduction  and  mirror-image  dextrocardia.  Sinus  bradycardia  and 
arrhythmia. 


BCG  8-22-74 


Figure  2.  ECG.  Typical  mirror-image  dextrocardia  alone. 
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Intermit  lent  Pre-excitation  (Wolff-Parkinson-  White)... 
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Figure  3 is  a Frank  vectorcardiogram  manifesting  the 
typical  pattern  of  mirror-image  dextrocardia  and  mild 
IRBBB,  without  pre-excitation.  The  horizontal  (H)  and 
frontal  (F)  P,  T and  QRS  loops  are  oriented  rightward, 
and  the  QRS  loops  rotate  clockwise  in  the  H and  right 
sagittal  (RS)  planes.  Initial  and  terminal  QRS  forces  are 
leftward.  Slight  terminal  slowing  is  noted  in  all  planes. 
The  maximal  QRS  vector  measures  2 mv  in  the  H and  F 
planes.  The  P and  T waves  are  inverted  in  orthogonal 
lead  X. 

Figure  4 is  a Holter  ambulatory  monitoring  showing 
normally  conducted  beats  and  intermittent  pre-excitation 
beats,  with  rhythm  of  different  contours  which  may  be 
due  to  the  concertina  phenomenon.  The  second  panel  of 
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Figure  .V  Frank  vectorcardiogram  showing  mirror-image  dextrocardia 
pattern  without  pre-excitation.  Mild  incomplete  right  bundle  branch 
block. 


Figure  4.  Flolter  ambulatory  monitoring  showing  intermittently  normal 
beats  and  pre-excitation  beats.  Sinus  bradycardia  in  middle  panel.  Atrial 
and  ventricular  ectopy  in  lower  panel. 


strips  (6-10-81,  8:19:41  am)  reveals  sinus  bradycardia 
(rate  38.5  - 42)  with  essentially  pure  accessory  pathway 
conduction.  There  may  possibly  be  mild  sinoatrial  node 
disease.  The  large  broad  premature  beat  of  5-28-81, 
5:58  AM  2,  is  a premature  ventricular  beat;  those  of 
2:44  AM  2 and  2:02  PM  appear  to  be  atrial  premature 
beats  conducted  as  pre-excitation. 

An  ECG  of  12-28-82,  showed  only  the  changes  of  the 
dextrocardia.  The  patient  has  been  asymptomatic  over 
the  last  years. 


Discussion 

Simple  mirror-image  dextrocardia  (I,L,I)  occurs  in 
0.01-0.02%  of  the  general  population  and  is  found  in 
0.01%  of  physical  examinations.  It  usually  exists  in  the 
absence  of  other  congenital  heart  defects,  only  3% 
having  such.'  The  WPW  syndrome,  a congenital 
conduction  system  anomaly,  occurs  in  0.01  -0.31%  of  the 
general  population  and  is  found  in  0.1  - 0.4%  of  routine 
tracings.^  It  too  is  usually  found  in  the  absence  of 
structural  abnormalities,  but  it  has  been  reported  in 
association  with  several  congenital  heart  defects,  note- 
worthily  Ebstein’s  anomaly.^  The  combination  of  mirror- 
image  dextrocardia  and  the  WPW  syndrome  as  present  in 
this  patient,  appears  to  be  rare.^  Bartholomew'*  and 
Wellens'  have  documented  a single  case  each  of  this 
association.  The  former  case  was  associated  with  situs 
inversus  and  simulated  a myocardial  infarction  electro- 
cardiographically.  The  latter  case  was  a 25-year-old, 
healthy  asymptomatic  male  with  situs  inversus  and  a pre- 
excitation pattern.  Antegrade  block  in  the  accessory 
pathway  (long  antegrade  refractory  period)  was  prod- 
uced by  ajmaline.  The  electrocardiogram  then  revealed 
a mirror-image  dextrocardia  pattern.  A lateral  connec- 
tion was  believed  to  be  present  between  the  left  sided 
atrium  and  ventricle  (anatomical  right  atrium  and  right 
ventricle). 

There  are  several  other  instances  of  the  WPW 
syndrome  occurring  in  dextrocardia,  but  with  other 
associated  defects,  and  several  cases  without  congenital 
heart  disease. 

The  Sick  Sinus  Syndrome  has  been  reported  in  mirror- 
image  dextrocardia  and  situs  inversus  (required  a 
permanent  pacemaker),'^  and  in  the  WPW  and  Lown- 
Ganong-Levine  syndromes.^,  Atrial  and  ventricular 
premature  beats  occur  in  the  WPW  syndrome. ^ 
Intermittent  pre-excitation  was  present  in  67%  of 
Hindman  and  associates  patients  studied  by  ambulatory 
monitoring,'^  in  50%  of  Klein’s  patients'’  and  has  ranged 
from  25  to  76%  in  other  studies.'**  '’ 

The  described  patient  presented  the  rare  association  of 
intermittent  pre-excitation,  simple  mirror-image  dextro- 
cardia and  possible  early  sinus  node  disease.  He  will 
continue  to  be  observed  for  this  latter  possibility.  Cardiac 
electrophysiological  studies  may  be  indicated  if  symptoms 
recur.  This  case  adds  to  the  growing,  interesting 
ramifications  and  associations  of  the  WPW  syndrome. 
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TWEIVE 

IMPGOCABU 

EXCUSES 

FORNOTGIVIIIG 

BLOOD. 

Ml  . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5.1  just  got  back 
from  Monaco. 

6. The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 

8. 1 didn’t  sign  up. 

9. I’m  going  out 

of  town. 

10.  Asthma  runs  in 
my  family. 

1 1 . 1 forgot  to  eat 
this  morning. 

12.  I’m  allergic  to 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 

EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 


r\RAFATE‘ 

(sucralfate) 


BRIEF  SUMMARY 


CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (12  times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 
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Red  Cross 


Another  patient  benefit  pnxluct  from 

PHARMACEUTICAL  DIVISION 

MARION 

LABORATORIES  INC 

KANSAS  CITT  UO  «407 


1594H7 


Ulcer  tiierai^ 
^hat  won’t  yield, 


even 


What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine'  and  ranitidine^ 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.^'*  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine^: 

Ulcer  healing  rates: 

(at  four  weeks  of  therapy)^ 

Sucralfate: 


All  patients 


79.4% 


Smokers 


81.6%* 


Cimetidine: 


All  patients 


76.3% 


Smokers 


62.5% 


'Significantly  greater  than  cimetidine  smoker  group  (P<.05). 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 

Nothing  works  like 


Parafate* 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 

1594H7 


There’s  never  been  a better  time  for  her.. 


Proven  benefits  beyond  relief 
of  vasomotor  symptoms 


and  PREM  ARIN* 


No  other  estrogen  proven 
effective  for  osteoporosis 

Only  conjugated  estrogens  tablets  have 
established  efficacy  in  both  osteoporosis'  and 
vasomotor  symptoms*  at  0.625  mg/day  No 
other  estrogen,  oral  or  transdermal,  has  estab- 
lished clinical  evidence  or  minimum  effective 
dose  in  both  indications. 

No  estrogen  proven  safer 

PREMARIN  is  the  most  extensively  tested 
estrogen,  with  an  unsurpassed  record  of 
long-  term  safety. 

And  clinical  evidence  shows  a significantly 
reduced  risk  of  endometrial  hyperplasia  when 
cycled  with  a progestin.'^ 


PREMARIN* 

(conjugated  estrogens  tablets) 

Most  trusted  for  more  reasons 


’PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 


Please  see  following  page  for  brief  summary 
of  prescribing  information. 


For  moderate-to-severe 
vasomotor  symptoms  and 
for  osteoporosis 

PREAAARIN' 

(conjugated  estrogens  tablets) 

^1^^^ 

0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


For  atrophic  vaginitis 


PREAAARIN* 

(conjugated  estrogens) 


Vaginal  * 
Cream 

0.625  mg/g 


BRIEF  SUMMARY  (FOñ  FULL  PRESCFUBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS.) 

PREMARIN^  Brand  of  conjugated  estrogens  tablets,  USP 

PREMARIN's  Brand  of  conjugated  estrogens  Vaginal  Cream,  in  a nonliquelying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 
Three  Independent,  case-controlled  studies  have  reported  an  increased  risk  ol  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  lor  more  than  one  year  This  risk  was  independent 
ol  the  other  known  risk  lectors  tor  endometrial  cancer.  These  studies  are  lurther  supported  by  the  linding 
that  incidence  rates  ol  endometrial  cancer  have  increased  sharply  since  1969  in  eight  dilterent  areas  ol  the 
United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to  the 
rapidly  expanding  use  ol  estrogens  during  the  last  decade.  The  three  case-controlled  studies  reported  that 
the  risk  of  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  of  treatment  and  on  estrogen  dose  In  view  ol  these  lindings.  when 
estrogens  are  used  lor  the  treatment  ol  menopausal  symptoms,  the  lowest  dose  that  will  control  symploms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment 
is  medically  indicated,  the  patient  should  be  reassessed  on  at  least  a semi-annual  basis  to  determine  the 
need  lor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  sludy  suggests  that 
cyclic  administration  ol  low  doses  ol  esirogen  may  carry  less  risk  than  conlinuous  adminisiration;  il 
Iherelore  appears  prudeni  to  ulilize  such  a regimen  Close  clinical  surveillance  ol  all  women  taking 
estrogens  is  important.  In  all  cases  ol  undiagnosed  persisleni  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  to  rule  out  malignancy  There  is  no  evidence  al  present 
that  "natural"  estrogens  are  more  or  less  hazardous  than  "synthetic"  estrogens  at  equi-estrogenic  doses 
2,  ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ol  female  sex  hormones,  bolh  esfrogens  and  progeslogens,  during  early  pregnancy  may  seriously 
damage  the  offspring  II  has  been  shown  that  females  exposed  in  útero  to  dielhylstilbestrol,  a nonsteroidal 
estrogen,  have  an  increased  risk  ol  developing,  in  later  life,  a lorm  ol  vaginal  or  cervical  cancer  lhat  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1.000  exposures 
Furthermore,  a high  percentage  ol  such  exposed  women  (from  30%  fo  90%)  have  been  found  lo  have 
vaginal  adenosis,  epithelial  changes  of  Ihe  vagina  and  cervix  Allhough  Ihese  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  ol  malignancy  Although  similar  data  are  not  available 
with  the  use  ol  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  intrauterine  exposure  to  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  defects  and  limb-reduction  detects  One  case-controlled  study 
estimated  a 4 7-lold  increased  risk  ol  limb-reduclion  delects  in  infants  exposed  in  ulero  lo  sex  hormones 
(oral  contraceptives,  hormone  withdrawal  tests  tor  pregnancy,  or  atlempled  treatment  tor  threatened 
abortion).  Some  of  these  exposures  were  very  short  and  involved  only  a lew  days  ol  trealmenl  The  data 
suggest  that  the  risk  of  limb-reduction  delects  in  exposed  fetuses  is  somewhat  less  than  1 per  1,000  In  Ihe 
past,  female  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  threatened  or  habitual 
abortion  There  is  considerable  evidence  lhat  estrogens  are  inelleclive  lor  Ihese  indications,  and  there  is  no 
evidence  from  well-controlled  studies  that  progeslogens  are  effective  lor  these  uses  II PREMARIN  is  used 
during  pregnancy,  or  if  the  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ol  the 
potential  risks  lo  Ihe  fetus,  and  the  advisability  of  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (con|ugaled  estrogens.  USP)  contains  a mixture  ol  esfrogens,  obtained  exclusively 
from  natural  sources,  blended  to  represent  the  average  composition  of  material  derived  from  pregnant  mares' 
urine,  II  contains  estrone,  equihn.  and  17a-dihydroequilin,  together  with  smaller  amounts  ol  17a-eslradiol. 
equilenin.  and  17a-dihydroequilenin  as  salts  ol  their  sulfate  esters  Tablets  are  available  in  0 3 mg.  0 625  mg.  0 9 
mg.  1 25  mg,  and  2 5 mg  strengths  ol  coniugated  esfrogens  Cream  is  available  as  0,625  mg  coniugaled 
esirogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (conjugated  estrogens  tablets.  USP)  Moderate-to-severe  vasomotor 
symploms  associated  with  Ihe  menopause  (There  is  no  evidence  that  esirogens  are  effective  for  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass).  Atrophic  vaginitis.  Kraurosis  vulvae.  Female  casiration 

PREMARIN  (conjugated  estrogens)  Vaginal  Cream  is  indicated  in  Ihe  treatment  ol  alrophic  vaginitis  and 
kraurosis  vulvae 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  effective  dose  appropriale  tor  Ihe  specific  indication  should  be 
utilized  Studies  of  Ihe  addition  of  a progestin  lor  7 or  more  days  ol  a cycle  of  estrogen  adminisiralion  have 
reported  a lowered  incidence  ol  endomelrial  hyperplasia.  Morphological  and  biochemical  studies  ol  Ihe 
endometrium  suggest  that  10  to  13  days  ol  progestin  are  needed  lo  provide  maximal  maturalion  of  the 
endometrium  and  lo  eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  Irom  endometrial 
carcinoma  has  not  been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  Ihe 
inclusion  ol  progestin  in  estrogen  replacement  regimens,  (See  PRECAUTIONS ) The  choice  of  progestin  and 
dosage  may  be  ii^orlanl.  product  labeling  should  be  reviewed  to  minimize  possible  adverse  effects 
CONTRAINDICATIONS:  Estrogens  should  not  be  used  in  women  (or  men)  with  any  of  the  following  conditions 
1 Known  or  suspected  cancer  ol  Ihe  breast  except  in  appropriately  selected  patients  being  treated  lor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (see  Boxed 
Warning).  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  ol  Ihrombophlebitis,  Ihrombosis.  or  thromboembolic  disorders  associated  with  previous 
esirogen  use  (except  when  used  in  treatment  of  breast  or  prostalic  malignancy) 

WARNINGS:  Esirogens  have  been  reported  to  increase  the  risk  of  endometrial  carcinoma  (see  Boxed  Warning) 
However,  a recent  large,  case-controlled  study  indicated  no  increase  in  risk  of  breast  cancer  in  postmenopausal 
women  A recent  sludy  has  reported  a 2-  to  3-lold  increase  in  the  risk  ol  surgically  conlirmed  gallbladder  disease 
in  women  receiving  posimenopausal  esirogens 

Adverse  elfecis  of  oral  coniraceplives  may  be  expected  al  the  larger  doses  ol  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  ol  thrombosis 
in  men  receiving  esirogens  for  prostatic  cancer  and  women  lor  posiparlum  breasi  engorgement  Users  of  oral 
contraceptives  have  an  increased  risk  of  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  inlarction  Cases  ol  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  ol  posisurgery  ihromboembolic  comphcalions  has  also  been 
reported  in  users  ol  oral  coniraceplives.  If  feasible,  esirogen  should  be  discontinued  al  least  4 weeks  before 
surgery  ol  the  type  associated  with  an  increased  risk  of  Ihromboembolism.  or  during  periods  ol  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic 
disorders,  or  in  persons  with  a history  ol  such  disorders  in  associalion  with  esirogen  use  They  should  be  used 
with  caution  in  patients  with  cerebral  vascular  or  coronary  arlery  disease  Large  doses  (5  mg  coniugaled 
estrogens  per  day),  comparable  lo  those  used  to  treat  cancer  ol  the  prostate  and  breast,  have  been  shown  lo 
increase  the  risk  of  nonlalal  myocardial  infarction,  pulmonary  embolism,  and  thrombophlebitis  When  doses  ol 
Ihis  size  are  used,  any  of  Ihe  thromboembolic  and  thrombotic  adverse  effects  should  be  considered  a clear  risk 


Benign  hepatic  adenomas  should  be  considered  in  esirogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock.  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceptives  Increased  blood  pressure  may  occur  with  use  ol  esirogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  ol  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carefully 
observed  Estrogens  may  lead  lo  severe  hypercalcemia  in  patients  with  breasi  cancer  and  bone  metastases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  hislory  should  be  taken  prior  to  the 
initiation  ol  any  estrogen  therapy  with  special  relerence  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  lor  longer  lhan 
one  year  wilhoul  anolher  physical  examination  being  performed  Condilions  influenced  by  fluid  retention,  such 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  careful  observalion  Certain  patients  may 
develop  manifestations  ol  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
maslodynia,  etc  Prolonged  administration  of  unopposed  estrogen  therapy  has  been  reported  to  increase  the  risk 
ol  endomelrial  hyperplasia  in  some  patients.  Oral  coniraceplives  appear  to  be  associated  with  an  increased 
incidence  ol  mental  depression  Palients  with  a history  ol  depression  should  be  carefully  observed  Pre-exisflng 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  of  estrogen 
therapy  when  relevant  specimens  are  submitted.  II  jaundice  develops  in  any  palieni  receiving  estrogen,  the 
medication  should  be  discontinued  while  the  cause  is  investigated  Estrogens  should  be  used  with  cate  in 
patients  with  impaired  liver  function,  renal  insufficiency,  melabolic  bone  diseases  associated  wilh  hypercalcemia, 
or  in  young  palients  in  whom  bone  growth  is  not  yet  complete  II  concomitant  progestin  therapy  is  used,  potential 
risks  may  include  adverse  effects  on  carbohydrate  and  lipid  metabolism. 

The  following  changes  may  be  expected  wilh  larger  doses  ol  esirogen: 
a Increased  sullobromophfhalein  retention, 

b Increased  prothrombin  and  factors  VII.  VIII.  IX,  and  X,  decreased  antiihrombin  3.  increased  norepinephrine- 
induced  platelet  aggregabihty 

c.  Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  FBI.  L by  column,  or  T,  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG,  tree  '14  concentration  is  unaltered 
d Impaired  glucose  tolerance 
e.  Decreased  pregnanediol  excretion 
I.  Reduced  response  to  metyrapone  test, 
g Reduced  serum  folate  concentration 
h Increased  serum  triglyceride  and  phospholipid  concentration. 

As  a general  principle,  Ihe  administration  ol  any  drug  to  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk 
Long-term,  continuous  administration  of  natural  and  synthetic  estrogens  in  certain  animal  species  increases 
the  frequency  ol  carcinomas  of  Ihe  breasi.  cervix,  vagina,  and  liver.  However,  in  a recent,  large  case-controlled 
study  ol  posimenopausal  women  there  was  no  increase  in  risk  of  breasi  cancer  with  use  ol  conjugated  estrogens 
ADVERSE  REACTIDNS:  The  following  have  been  reported  with  estrogenic  therapy,  including  oral  cor 
traceptives:  breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea;  premenstrual-like 
syndrome,  amenorrhea  during  and  alter  treatment,  increase  in  size  ol  uterine  libromyomala.  vaginal  candidiasis, 
change  in  cervical  erosion  and  in  degree  of  cervical  secretion,  cystitis-like  syndrome,  tenderness,  enlargement, 
secretion  (ol  breasts);  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  jaundice,  chloasma  or 
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Complete  Androgen  Insensitivity  Syndrome 
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Francisco  Gaudier,  MD 
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AGM  was  a 17  year  old  female  referred  to  our  Repro- 
ductive Endocrinology  clinic  due  to  primary  amenor- 
rhea on  May  1982. 

She  had  developed  “normal”  secondary  sexual  charac- 
teristics but  had  failed  to  have  a menstrual  period  and  her 
pediatrician  had  treated  her  expectantly  for  the  last 
3 years.  She  had  normal  physical  development  and 
denied  any  history  of  illnesses  exept  for  the  usual  child- 
hood diseases. 

On  physical  examination  she  weighted  1171b  and  was 
64  inches  tall.  She  was  well  developed  and  well  nourished 
and  pertinent  findings  were  as  follows:  her  breasts  were 
large  with  small  areola  and  nipples  with  no  glandular 
tissue  palpated.  There  was  no  axillary  hair  present.  No 
inguinal  or  abdominal  hernias  were  present  and  the  pelvic 
examination  showed  scanty  pubic  hair  but  normal 
external  genitalia  otherwise.  Her  vagina  was  short, 
measuring  around  3 to  3.5  cms.  in  depth.  A recto- 
abdominal  examination  showed  no  palpable  uterus  or 
adnexal  masses. 

A working  diagnosis  of  primary  amenorrhea  was  done 
and  appropriate  laboratory  determinations  were  ordered. 
These  showed  a Hct.  of  37.9%,  Pap  Smear  Class  I with  a 
Maturation  Index-0/100/0  (all  intermediate  cells).  A 
buccal  smear  showed  28%  quinacrine-positive  cells  (XY). 
Pelvic  sonogram  showed  an  echogenic  2 x 1 x 2.2cm 
midline  structure  resembling  a dysplastic  uterus.  Adnexal 
areas  showed  2 x 3cm  and  2.5  x 2.5cm  left  and  right 
adnexal  structure. 

A serum  testosterone  level  was  done  and  reported  as 
722  ng/dl  (normal  female  range  is  20-100  ng/dl). 
A karyotype  was  done  and  reported  as  46XY complement 
pointing  to  the  diagnosis  of  complete  androgen 
insensitivity  syndrome. 

One  month  later  an  exploratory  laparotomy  was 
performed.  No  renal  abnormalities  were  reported,  no 
uterus  was  identified,  and  bilateral  gonadal  structures 
were  removed.  These  were  later  reported  as  testicular 
tissue.  The  vagina  was  mannualy  dilated  succesfully.  On 
follow-up  visits  in  the  last  3 years  the  patient  has  remained 
well,  married  and  leading  a normal  sexual  life. 


From  the  Department  of  Obstetrics  and  Gynecology,  University 
District  Flospital,  University  of  Puerto  Rico,  School  of  Medicine,  San 
Juan,  Puerto  Rico 


Discussion 

Amenorrhea,  a symptom  not  a disease  in  itself,  implies 
lack  of  menstruation.  In  the  United  States  the  median  age 
of  menarche  is  12.8  years  old.  If  no  period  has  occurred 
by  age  16  or  by  age  14  in  the  absence  of  secondary  sexual 
characteristics  or  physical  growth,  primary  amenorrhea 
is  diagnosed  and  the  patient  is  subjected  to  clinical 
evaluation. 

The  causes  of  primary  amenorrhea  are  multiple  and  in 
general  can  be  divided  into  gonadal  and  extragonadal 
abnormalities  (see  table  1). 

Table  I - Etiologic  Clasifícation  of  Primary  Amenorrhea 
A-  Gonadal  Abnormalities 

1-  Gonadal  Dysgenesis  (Turner’s  Syndrome) 

2-  Pure  Gonadal  Dysgenesis 

3-  XY  Gonadal  Dysgenesis  (Swyer’s  Syndrome) 

4-  Mixed  Gonadal  Dysgenesis  (Mosaic  X/XY) 

5-  17  alpha-Hydroxylase  Deficiency 

B-  Extra  Gonadal  Abnormalities 

1-  Mullerian  Agenesis  (congenital  absence  of  uterus  and/or  vagina) 

2-  Male  Pseudohemaphroditism  (Androgen  Insensitivity  and  other 
enzymatic  deficiencies) 

3-  Female  Pseudohemaphroditism  (Congenital  Adrenal  Hyperplasia) 

4-  Abnormal  Hypothalamic-Pituitary  Function  (CNS  Lesions, 
Primary  Hypothyroidism,  Hypogonadotropic,  Hypogonadism 
and  Primary  Pituitary  Dysfunction) 


It  should  be  kept  in  mind  that  amenorrhea  may  be  the 
manifestation  of  a more  serious  abnormality  of  structure 
of  the  genitalia  or  a hypothalamic-hypophyseal-ovarian 
axis  dysfunction.  Primary  amenorrhea  has  also  been 
reported  in  primary  hypothyroidism  associated  with 
failure  of  development  of  secondary  sexual  characteris- 
tics, hyperprolactinemia  and  pituitary  enlargement.' 

The  above  case  presentation  is  a classical  example  of 
testicular  feminization,  currently  referred  to  as 
complete  androgen  insensitivity  syndrome.  This  condi- 
tion accounts  for  10%  of  all  cases  of  primary 
amenorrhea,^  and  is  the  most  common  cause  of  male 
pseudohemaphroditism  (a  female  phenotype  with  male 
gonadal  and  genetic  sex).  There  is  a tendency  for  family 
occurrence,  and  future  sisters  have  a 1:3  chance  of  having 
the  syndrome. 
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The  basic  defect  in  this  condition  is  the  absence  of  the 
cytosol  androgen  receptor,  therefore  no  response  to 
androgens  can  occur.  This  deffect  has  been  shown  to  be 
due  to  an  X-linked  recessive  gene,  although  up  to  one 
third  of  cases  may  be  due  to  new  mutations.^ 

Ussually  this  condition  is  not  identified  prior  to 
puberty  as  this  patients  have  relatively  normal  growth 
and  development  with  normal  external  female  genitalia 
but  Mullerian  duct  derivatives  (fallopian  tubes,  uterus 
and  upper  two  thirds  of  vagina)  are  absent  due  to  the 
presence  of  the  Mullerian  Inhibiting  Factor  by  the  male 
gonad  early  in  fetal  life. 

Physical  exam  of  adolescents  with  complete  androgen 
insensitivity  will  reveal  a phenotypic  female  with  a higher 
than  average  stature,  sometimes  with  eunuchoidal  habi- 
tus. Breasts  are  large  but  with  scanty  glandular  tissue, 
small  pale  areolas  and  nipples. 

On  pelvic  exam,  a normal  external  genitalia  with 
scanty  or  absent  pelvic  hair  is  found.  Labia  minora  are 
underdeveloped.  A blind  vaginal  pouch  is  present, 
representing  the  lower  third  of  the  vaginal  canal  wich  is  a 
urogenital  sinus  derivative  and  nota  Mullerian  structure. 

Gonadal  tissue  (testicles)  are  partially  descended  as  an 
inguinal  hernial  sac  in  more  than  50%  of  the  cases. ^ No 
spermatogenesis  is  present  in  these  testicles.  Wolffian 
structures  are  hypoplastic  of  absent. 

Laboratory  data  that  is  of  help  in  the  diagnosis  of  this 
condition  are  a 46XY  male  karyotype  and  normal  to  high 
male  range  serum  testosterone  levels. 

Renal  abnormalities  have  been  identified  in  XY  pheno- 
typic females,'*  but  not  as  frequent  as  in  the  patients  with 
Mullerian  agenesis,  threfore  urologic  evaluation  may  be 
indicated  in  these  patients. 


Management  of  the  complete  androgen  insensitivity 
syndrome  requires  sensitivity  by  the  physician.  Gender 
role  asignment  is  not  a problem  since  there  is  no  andro- 
genic expresión  and  all  of  them  are  reared  as  females.  The 
physician  must  be  extremely  careful  not  to  identify  the 
patient  as  an  unexpresed  male  but  as  having  a genetic 
problem.  These  patients  should  be  told  they  have 
abnormally  developed  gonads  and  that  these  should  be 
removed  to  prevent  transformation  into  gonadoblas- 
tomas.  The  undescended  testis  have  about  a 5%  risk  of 
malignant  transformation  late  in  life^  and  therefore  the 
current  trend  is  to  recommend  orchiectomy  after  full 
pubertal  development  is  achieved.  Estrogen  replacement 
therapy  is  recommended  after  gonadectomy. 

In  cases  where  the  present  vaginal  pouch  is  too  short  to 
allow  normal  sexual  function,  deepening  or  production 
of  a neovagina  may  be  indicated. 

The  patient  must  be  made  aware  that  there  is  no  possi- 
bility of  future  fertility  but  that  normal  sexual  function 
and  gratification  are  possible.  The  presence  of  a 
Y chromosome  or  testicles  should  never  be  mentioned  in 
fron  of  the  patient. 

The  physician  must  be  aware  of  the  presence  of 
incomplete  forms  of  the  androgen  insensitivity  syndrome 
which  may  produce  a wide  variety  of  manifestations  from 
a virilized  female  to  an  oligospermic  male. 

A phenotypic  female  with  primary  amenorrhea  and  a 
blind  vaginal  pouch  could  have  several  other  diagnostic 
possibilities  such  as  congenital  absence  of  the  vagina, 
more  common  than  androgen  insensitivity  with  an 
incidence  of  1/4000  to  1/5000,®  however  these  patients 
are  XX.  Also  a transverse  vaginal  septum  and  XY 
gonadal  agenesis  must  be  kept  in  mind.  It  is  beyond  the 


Table  11 


Androgen 

Insensitivity 

Syndrome 

Congenital 
Absence  of 
Vagina 

Transverse 

Vaginal 

Septum 

XY  Gonodal 
Dysgenesis 

Heredity 

X-linked  rece- 
sive,  33%  new 
mutations 

Not  known 
single  gene 
defect  possible 

Unknown 

Unknown 

Karyotype 

46  XY 

46  XX 

46  XX 

46  XY 

External 

genitalia 

normal 

female 

normal 

female 

normal 

female 

normal 

female 

Sexual 

characte- 

ristics 

absent  to 
scanty  hair 
large  breasts 

normal 
pubic  hair 
and  breasts 

normal 
pubic  hair 
and  breasts 

scanty 
pubic  hair 
no  breast  dvpt. 

Vaginal 

canal 

blind  pouch 

blind  pouch 

blind  pouch 

varies  from 
normal  to 
blind  pouch 

Uterus 

absent 

varies  from 
normal  to 
rudimentary 

normal 

anbsent 

Gonads 

testis 

ovaries 

ovaries 

absent 

Testost. 

levels 

normal  to 
male  range 

normal 
female  range 

normal 
female  range 

low 

Non  Genital 
abnormalities 

may  have 
increased 
renal 

frequent  renal 
skeletal  and 
others 

no  increased 
incidence 

may  be 
present 
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scope  of  this  article  to  provide  a complete  discussion  of 
these  conditions  but  table  II  compares  the  main 
associated  findings. 

Although  not  a common  condition  many  practicing 
gynecologists  may  be  presented  with  this  diagnostic 
possibility  and  should  take  great  care  in  arriving  to  the 
right  diagnosis  due  to  its  implications  and  the  recquired 
management.  We  hope  this  article  will  be  of  help  in  that 
situation. 

The  patient  presented  here  is  at  present  well  adjusted, 
married  and  carrying  on  a normal  sexual  life  but 
congnizant  of  the  fact  that  she  will  never  be  able  to  have 
children. 
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Triple-S 
te  da  seguridad 


Seguramente  tú  eres  uno  de  los  muchos 
médicos  y dentistas  que  aceptan  Triple-S  y 
conoces  de  nuestros. beneficios,  pero  para 
un  chequeo  general  de  tu  caso  en 
particular,  llámanos  hoy  y compruébalos. 


COMUNICACIONES  BREVES 


El  Sida,  la  Salud  Pública,  y el  Lucro  Privado 

Annette  B.  Ramírez  de  Arellano,  PhD 


El  brote  de  SIDA  ha  sido  repentino,  inesperado  y 
trágico.  Para  los  que  se  incorporaron  al  quehacer  de 
la  salud  pública  después  de  la  década  del  60,  la  epidemia 
representa  casi  un  anacronismo:  una  enfermedad  conta- 
giosa de  larga  latencia,  alta  letalidad,  no  susceptible  a los 
usuales  tratamientos  farmacológicos  y médico-quirúrgicos. 
Los  que  creían  que  las  enfermedades  transmisibles  eran 
una  amenaza  sólo  en  los  países  subdesarrollados,  o entre 
grupos  particularmente  vulnerables,  han  tenido  que 
enfrentarse  a la  realidad  de  una  enfermedad  que  no 
reconoce  barreras  geográficas  ni  socio-económicas. 

En  ausencia  de  medios  para  detener  o curar  el  sín- 
drome, los  conocimientos  y prácticas  de  la  salud  pública 
han  cobrado  mayor  realce  y relevancia.  La  investigación 
epidemiológica,  tanto  en  sus  aspectos  clínicos  como 
comunales,  ha  logrado  descubrir  el  agente  causal  (el  virus 
en  sí)  e identificar  los  huéspedes  o principales  grupos  a 
riesgo.  Y,  hasta  ahora,  sólo  las  herramientas  básicas  de  la 
salud  pública  — la  educación  en  salud,  la  identificación 
de  contactos — han  logrado  comunicar  el  mensaje  sobre 
como  prevenir  la  enfermedad. 

Pero  si  bien  es  cierto  que  el  SIDA  le  ha  dado  nueva 
vitalidad  a la  salud  pública,  no  es  menos  cierto  que  este 
síndrome  también  ha  propiciado  el  desarrollo  de  toda 
una  industria  comercial  privada  asociada  al  control  de  la 
enfermedad. 

En  Nueva  York,  ciudad  actualmente  considerada 
como  el  “epicentro”  de  la  pandemia,  la  nueva  industria  se 
ha  dejado  sentir  en  el  mundo  de  las  artes,  en  el  comercio, 
en  la  empresa  publicitaria,  y en  el  desarrollo  de 
consultores/peritos  en  la  materia. 

En  el  mundo  de  las  artes,  el  SIDA  ya  ha  servido  de 
inspiración  para  no  menos  de  cuatro  obras  de  teatro, 
varios  documentales,  películas  televisadas,  y hasta  exhi- 
biciones de  arte.  La  historia  natural  de  la  enfermedad 
encierra  una  serie  de  elementos  dramáticos  que  se  prestan 
para  la  representación  teatral:  víctimas  jóvenes,  usual- 
mente estigmatizadas  por  la  sociedad;  el  peligro  de 
contagio,  complicado  por  la  transmisión  sexual  o 
mediante  jeringuillas  compartidas;  el  desenlace  fatal.  En 
la  versión  contemporánea  de  la  “La  Dama  de  las 
Camelias,”  el  varón  que  sufre  el  SIDA  ha  reemplazado  a 
la  mujer  tuberculosa  como  el  centro  de  la  trama. 

En  el  comercio,  la  epidemia  ha  impulsado  el  mercadeo 
de  nuevos  productos  y nuevos  servicios.  En  el  área  de  los 
profilácticos,  la  demanda  por  condones  ha  suscitado 
gran  interés  en  un  producto  antiguo  con  nuevos  matices. 
Este  método  anticonceptivo  que  anteriormente  competía 


en  desventaja  con  la  píldora,  las  espumas,  el  diafragma,  y 
los  dispositivos  intrauterinos,  se  ha  convertido  en  un 
artículo  de  moda,  disponible  en  una  amplia  gama  de 
colores,  estampados,  y texturas.  La  distribución  del 
producto  también  se  ha  diversificado,  y no  hay  supermer- 
cado ni  bodega  que  carezca  del  mismo.  Los  estudios  de 
mercadeo  revelan  que  la  demanda  por  los  condones  se  ha 
triplicado  en  el  último  año,  y que  son  las  mujeres  las  que 
más  frecuentemente  adquieren  el  producto. 

Los  servicios  dirigidos  a apaciguar  los  temores  de  un 
público  preocupado  también  se  han  hecho  sentir.  Recien- 
temente se  anunció  la  publicación  de  una  revista  titulada 
“AIDS  Patient  Care”  para  proveerle  información  a los 
profesionales  de  la  salud  que  atienden  a la  población 
afectada  por  el  SIDA.  En  Nueva  York  también  se  ha 
creado  un  servicio  para  propiciar  el  que  los  jóvenes  se 
reúnan  sólo  con  aquellos  del  sexo  opuesto  que  están 
libres  del  SIDA.  Este  especie  de  club  social  garantiza  la 
pureza  sanitaria  de  sus  asociados,  por  lo  cual  el  pago  de 
una  cuota  mensual  puede  considerarse  como  un  seguro 
de  salud. 

También  ha  surgido  una  prueba  de  detección  que  se 
puede  auto-administrar  y analizar  en  la  privacidad  del 
hogar.  Este  invento  no  es  garantía  contra  los  falsos 
positivos  ni  los  falsos  negativos,  pero  tiene  alguna 
utilidad  como  instrumento  de  cernimiento,  y asegura  la 
confidencialidad  de  los  resultados. 

La  industria  de  los  seguros  ha  adoptado  una  actitud  de 
suma  cautela  ante  la  creciente  prevalencia  del  SIDA.  La 
reciente  aparición  de  la  enfermedad,  el  desconocimiento 
de  un  tratamiento  eficaz,  y la  incertidumbre  respecto  a 
quien  exactamente  esta  en  peligro  de  contagio,  han  sido 
todos  factores  que  han  limitado  el  desarrollo  de  cálculos 
actuariales  confiables.  A medida  que  estas  lagunas  se 
corrijan,  podemos  anticipar  que  se  venderán  diferentes 
pólizas  para  compensar  a las  víctimas  y a los  sobrevi- 
vientes del  SIDA. 

La  empresa  publicitaria,  siempre  presta  a difundir 
mensajes  novedosos  a un  público  receptivo,  ha  sido  uno 
de  los  beneficiarios  principales  de  la  epidemia.  El 
aumento  vertiginoso  en  casos  ha  sido  acompañado  por 
un  alza  exponencial  en  el  presupuesto  para  publicidad. 
Las  instituciones  educativas  han  auspiciado  películas, 
pasquines,  y panfletos  para  crear  conciencia  del  peligro. 
Las  instituciones  de  salud  han  alertado  a sus  trabajadores 
sobre  cómo  evitar  el  contagio.  Figuras  claves  del  mundo 
de  la  moda,  el  diseño  y la  farándula  forman  parte  del 
esfuerzo  por  crear  conciencia  del  problema  y sus  ramifi- 
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caciones.  Grupos  privados  abogan  porque  a las  víctimas 
se  les  trate  con  consideración,  mientras  que  los  médicos  y 
salubristas  abogan  por  más  dinero  para  la  investigación. 
Todos  estos  mensajes  generan  empleos  en  Madison 
Avenue,  y es  ese  centro  del  mundo  publicitario  el  que  está 
indirectamente  influenciando  la  actual  política  hacia  el 
SIDA  en  los  Estados  Unidos. 

Por  último,  la  epidemia  del  SIDA  ha  generado  un 
floreciente  negocio  de  consultoría.  En  ausencia  de  estra- 
tegias terapeúticas  efectivas  y de  una  base  sólida  de  cono- 
cimientos sobre  la  enfermedad,  todo  aquel  que  se  auto- 
denomina  “perito”  tiene  oportunidad  de  participar  en  la 
nueva  industria.  En  las  áreas  de  educación,  adiestra- 
miento, y consejería,  los  peritos  se  han  proliferado  y los 
cursos  y consultas  se  han  multiplicado. 

Todas  estas  actividades  han  comercializado  el  pro- 
blema del  SIDA  y propiciado  el  desarrollo  de  intereses 
creados  en  la  enfermedad.  En  ausencia  de  liderato 
gubernamental  y de  una  política  nacional  para  combatir 
el  problema,  empresas  individuales  están  explotando  la 
enfermedad  para  sus  propios  fines.  Como  consecuencia, 
el  lucro  privado  ha  eclipsado  la  preocupación  con  la 
salud  del  público. 
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in  Puerto  Rico. 
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COMUNICACIONES  BREVES 


La  Vacunación  de  los  Adultos 

Arturo  Medina-Ruiz,  MD* 


Las  vacunas  no  sólo  son  para  los  niños.  Al  presente 
existen  siete  vacunas  que  todos  los  adultos  deben 
recibir:  tétano/difteria,  sarampión,  sarampión  alemán, 
hepatitis  B,  Influenza  y pneumonía  pneumococcica.’’  ^ 
Las  primeras  cuatro  también  son  recomendadas  para  los 
niños.  La  prevención  de  enfermedades  por  medio  de  la 
vacunación  es  un  concepto  rutinario  y de  profundo 
arraigo  en  la  práctica  de  la  pediatría.  Nadie  duda  de  la 
importancia  de  la  vacunación  en  la  edad  pediátrica  para 
mantener  la  salud  y el  bienestar  de  los  niños.  En  ese  sen- 
tido los  demás  médicos  debemos  aprender  de  los 
pediatras. 

Los  adultos  que  no  recibieron  inmunización  activa  por 
vacunación  durante  la  infancia  y aquellos  adultos  que 
escaparon  la  inmunización  que  confiere  el  sufrir  ciertas 
“enfermedades  de  la  niñez”  constituyen  una  población 
en  alto  riesgo.^  Otros  adultos  con  un  alto  riesgo  de  com- 
plicaciones al  contraer  estas  enfermedades  infecciosas  son 
aquellos  con  enfermedades  cardíacas,  pulmonares  y 
renales  crónicas,  así  como  los  envejecientes  debilitados  o 
institucionalizados.'*  De  alto  riesgo  a padecer  enferme- 
dades prevenibles  por  vacunación  son  los  homosexuales, 
drogadictos  y sus  contactos  heterosexuales,  trabajadores 
de  la  salud,  los  confinados  de  instituciones  penales, 
viajeros  y muchos  otros. 

Aunque  solo  ocurren  cerca  de  100  casos  anuales  de 
difteria  y tétano  a nivel  nacional,  la  mayoría  ocurre  en 
personas  mayores  de  60  años  de  edad.  Todos  los  casos  de 
tétano  ocurridos  en  Puerto  Rico  en  los  últimos  10  años 
han  sido  adultos.  Cerca  del  50%  de  los  adultos  en  este 
grupo  etáreo  carecen  de  niveles  protectores  de  anticuer- 
pos circulantes  contra  el  tétano.^  En  nuestra  responsa- 
bilidad profesional  el  recomendar  vacunación  o dosis  de 
refuerzo  contra  tétanos  a estos  pacientes. 

Aunque  el  sarampión  es  una  enfermedad  llamada  a 
desaparecer,  hay  un  10-15%  de  los  adultos  a riesgo  que 
deben  ser  vacunados.  Toda  persona  nacida  después  de 
1956,  cuando  la  vacuna  fue  introducida  por  primera  vez, 
debe  ser  considerada  susceptible  y require  vacunación 
contra  la  enfermedad,  a menos  que  haya  evidencia  de  que 
la  padeció  o que  fue  debidamente  vacunada. 

En  Estados  Unidos  hay  un  15-20%  de  mujeres  en  edad 
reproductiva  a riesgo  de  contraer  el  sarampión  alemán 
(rubella),  un  factor  teratogénico  conocido  por  todos.  En 
Puerto  Rico  el  porcentaje  es  aún  mayor.  Aunque  ha 
habido  mucho  progreso  en  la  inmunización  contra  el 
sarampión  alemán  luego  de  la  última  epidemia  nacional 
de  1964-1965,  es  crucial  que  toda  mujer  en  edad  repro- 
ductiva no  embarazada  sea  vacunada,  a menos  que  se 
pueda  probar  su  inmunidad  por  pruebas  serológicas.® 
Los  trabajadores  de  la  salud  que  pudiesen  infectara  estas 


*Profesor  Asociado  de  Medicina  y Decano  Asociado  de  Ciencias 
Clínicas.  Escuela  de  Medicina.  Universidad  de  Puerto  Rico. 

Presidente  Distrito  Este.  Asociación  Médica  de  Puerto  Rico. 


mujeres  también  debían  ser  vacunados,  principalmente 
aquellos  que  trabajan  en  clínicas  prenatales  o de  plani- 
ficación familiar. 

Se  estima  que  solamente  20%  de  la  población  a riesgo 
de  contraer  Hepatitis  B recibe  la  vacuna.’  Esta  población 
incluye  homosexuales,  adictos  a drogas,  hemofílicos,  y 
trabajadores  de  la  salud,  entre  otros.  Aunque  en  90%  de 
los  afectados  la  infección  se  cura  espontáneamente,  un 
10%  progresa  a un  estadio  crónico  de  la  enfermedad  y 
muere  en  su  mayoría  de  hepatitis  crónica,  cirrosis 
hepática  y cáncer  hepatocelular.  Siendo  una  enfermedad 
mundial  de  alta  prevalencia,  la  vacunación  contra  la 
Hepatitis  B es  una  necesidad  prioritaria.  El  miedo  infun- 
dado a contraer  el  SIDA  y el  costo  de  alrededor  de  $100 
por  serie  no  debe  ser  razón  para  que  el  grupo  de  alto 
riesgo  deje  de  recibir  esta  protección. 

La  influencia  y pulmonía  pneumocócica  son  respon- 
sables de  miles  de  muertes  todos  los  años.  Además,  el 
impacto  económico  es  enorme,  tanto  por  el  costo  del 
cuidado  médico  como  por  el  ausentismo  de  tos  traba- 
jadores afectados.*  El  70-80%  de  esas  muertes  y de  esos 
costos  podrían  evitarse  si  se  vacunara  a la  población 
susceptible,  que  incluye  pacientes  con  condiciones  car- 
díacas y pulmonares  crónicas,  pacientes  con  enfermedad 
crónica  de  los  riñones,  envejecientes  debilitados  o 
institucionalizados  y aún  envejecientes  “saludables”,’  los 
cuales  deben  ser  vacunados  en  el  otoño.’®,  ” Sin 
embargo,  se  estima  que  sólo  uno  de  cada  cinco  personas 
susceptibles  o a riesgo  son  vacunados. 

Es  necesario  desarrollar  los  mecanismos  de  acción 
pertinentes  para  que  el  mensaje  sobre  la  importancia  de 
estas  siete  vacunas  llegue  a su  destino.  Hay  tres  publica- 
ciones que  nos  pueden  ayudar  a cumplir  con  este  deber 
para  nuestro  pacientes: 

Primero,  el  CDC  (Center  for  Disease  Control)  en 
Atlanta  ha  publicado  unas  listas  de  las  inmunizaciones 
recomendadas  para  los  adultos.’ 

Segundo,  el  Colegio  Americano  de  Médicos  (ACP)  ha 
publicado  un  detallado  manual  titulado  “Guide  for 
Adult  Inmunization”.’  Esta  publicación  está  disponible 
a un  precio  de  $10  o menos,  dependiendo  del  número  de 
ejemplares  en  la  orden,  y se  considera  como  manual  de 
referencia  indispensable  en  la  práctica  de  la  medicina.  El 
mismo  puede  adquirirse  escribiendo  a: 

American  College  of  Physicians 
Adult  Inmunization 
P.O.  Box  7777-R0325 
Philadelphia,  PA  19175 

Tercero,  la  publicación  sobre  Inmunización  del  Adulto 
del  Comité  Asesor  sobre  Práctica  de  Inmunización, 
publicado  por  el  CDC.* 

Existen  impedimentos  de  costos,  prioridades  mayores 
quizás,  y problemas  de  logística  en  la  implementación 
exitosa  de  un  programa  de  vacunación  para  adultos.  Hay 
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que  desarrollar  estrategias  con  costo-efectividad  en 
mente.  Algunas  pueden  ser  el  vacunar  a los  envejecientes 
institucionalizados  con  las  vacunas  de  pneumococo  (una 
vez  en  la  vida)  y la  de  influenza  (anualmente);  vacunar  a 
todos  nuestros  pacientes  de  la  tercera  edad  para  el  otoño 
y aprovechar  ciertas  situaciones  fortuitas  para  vacunar 
como: 

• vacunar  para  tétano  cuando  el  paciente  sufre  una 
herida. 

• vacunar  para  influenza  durante  epidemias  a personas 
que  no  se  vacunaron  antes  durante  el  año. 

• vacunar  a los  trabajadores  de  la  salud  contra 
Hepatitis  B cuando  sufren  punciones  accidentales 
con  agujas  o instrumentos  no  estériles. 

En  el  futuro  podremos  ver  una  serie  de  vacunas  para 
enfermedades  que  al  presente  no  tienen  tratamiento  ni 
prevención.  Se  trabaja  arduamente  en  la  búsqueda  de  una 
vacuna  para  prevenir  la  plaga  del  siglo,  el  SIDA . El  descu- 
brimiento de  los  anticuerpos  monoclonales  y las  nuevas 
técnicas  de  recombinación  del  DNA  nos  ofrecen  un 
amplio  panorama  de  posibilidades  para  el  futuro.  Una 
prometedora  brecha  lo  es  la  producción  de  una  vacuna 
por  medio  de  la  construcción  de  un  híbrido  del  virus 
vaccinia  utilizando  la  recombinación  del  DNA  que 
pudiera  ser  usado  para  ofrecer  protección  simultánea 
contra  varias  enfermedades,  tales  como  Hepatitis  B, 
influenza,  y herpes. 

El  CDC,  el  Instituto  Nacional  de  Alergias  y Enferme- 
dades Infecciosas  (NIAID),  y muchos  otros  prestigiosos 
centros  de  investigación  trabajan  arduamente  en  el 
desarrollo  de  vacunas  nuevas,  mejoradas,  y más  baratas. 
Mientras  tanto,  es  nuestra  responsabilidad  el  uso  óptimo 
de  las  siete  vacunas  disponibles  a nuestra  población 
adulta. 

A continuación  una  tabla  (Tabla  1)  de  las  vacunas 
recomendadas  para  ocupaciones  especiales,  diferentes 
estilos  de  vida,  situaciones  ambientales,  viajes,  estudian- 
tes extranjeros,  inmigrantes  y refugiados,  tomada  de  una 


publicación  del  “Centers  for  Disease  Control”.^ 

Una  segunda  tabla  nos  señala  algunos  adultos  para  los 
cuales  la  vacunación  es  apropiada  (Tabla  2). 


Tabla  1 


Indicaciones 

Vacunas 

Ocupación 

Personal  de  hospitales,  laboratorios  y 
otro  personal  de  salud 

Hepatitis  B 

Polio 

Influenza 

Personal  de  instituciones  para 
retardados  mentales 

Hepatitis  B 

Veterinarios  y manejadores  de  animales 

Rabia 

Trabajadores  de  campo  (seleccionados) 

Plaga 

Estilos  de  vida 

Varones  homosexuales 

Usuarios  de  drogas  ilícitas 

Hepatitis  B 

Hepatitis  B 

Situación  ambiental 

Confinados  internos  de  largo  término 
en  instituciones  correccionales 

Residentes  de  instituciones  para 
retardados  mentales 

Hepatitis  B 

Hepatitis  B 

Viajes 

Rubeola 

Rubella 

Polio 

Fibre  amarilla 
Hepatitis  B 

Rabia 

Polisacárido  de 
meningococo 
Tifoidea 

Cólera 

Plaga 

Globulina  inmune 

Estudiantes  extranjeros,  inmigrantes 
y refugiados 

Varicelas 

Rubella 

Difteria 

Tétano 

Tabla  2 


Adultos  para  los  que  la  vacunación  es  apropiada 


Pneumococos 

Influenza 

Rubella 

Tétanos 

Hepatitis  B 

A 0 B 

Difteria 

Mujeres  en 

edad  reproductiva 

X 

X 

Envejecientes 

(mayores  de  60  años) 

X 

X 

Inmigrantes/Esquimales 

X 

X 

X 

Alcohólicos 

X 

X 

X 

Homosexuales 

X 

Personal  de  morgue 

X 

Trabajador  de  la  salud 

X 

X 

X 

7 

Recipiente  de  factor  VIH  ó IX 

X 

Usuario  de  drogas  inyectables 

X 

X 

Paciente  de  drogas  inmunosupresoras 

X 

X 

Personas  con  enfermedades  crónicas: 

Enfermedades  pulmonares 

X 

X 

Enfermedades  cardiacas 

X 

X 

Anemia  severa 

X 

X 

Fallo  renal 

X 

X 

Enfermedades  endocrinas 

(diabetes) 

X 

X 

Malignidades 

X 

X 

Asplenia 

X 

X 
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SE  VENDE 


SOLAR  20,100  METROS  CUADRADOS 
LOCALIZADO  EN  LA  65  INFANTERIA 
FRENTE  A CAROLINA  PLAZA  MALL 
Y HOSPITAL  FEDERICO  TRILLA, 
CAROLINA,  PUERTO  RICO. 
IDEAL  PARA  DESARROLLO 
CONSULTORIO  MEDICO 

SR.  FUENTES 
TEL.  791-7452  — 786-4997 


SE  ALQUILA 

OFICINA  PROPIA  PARA  PSIQUIATRA 
O PSICOLOGO,  SITUADA  EN 
CALLE  ALHAMBRA  #3,  HATO  REY, 
AL  LADO  ANTIGUA  CLINICA  JULIA  Y 
NUEVA  EXPANSION 
UNIVERSIDAD  POLITECNICA. 

$9.70  P/C 

EACILIDADES  ESTACIONAMIENTO 

FAVOR  LLAMAR  AL: 

TEL.  756-6692  EN  LA  MAÑANA  O AL 
TEL.  767-3712  EN  LA  TARDE. 


SE  VENDE  EDIFICIO 

LAS  LOMAS  AL  LADO 
HOSPITAL  METROPOLITANO, 
MEDICO  SE  RETIRA  DE  SU  PRACTICA. 

VENDE  EDIEICIO  CON  EL  EQUIPO 
CON  CAPACIDAD  PARA  4 OEICINAS, 
PARKING. 

PRECIO  POR  DEBAJO  DE  LO  EVALUADO. 

TEL.  720-7711  — 720-4491  — 789-4492 
SABADO  A.M.  782-4595 


SE  VENDE 

¡GANGA!  — LOCAL  DE  OFICINAS 
PARA  MEDICOS. 

CON  4,478  PIES  CUADRADOS 
LOCALIZADO  EN  EL 
CONDOMINIO  PARQUE  352 
CALLE  PARQUE,  A PASOS 
AVE.  PONCE  DE  LEON,  PDA.  23 
SANTURCE,  PUERTO  RICO. 

SR.  FUENTES 
TEL.  791-7452  — 786-4997 
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PHYSICIANS, 
SCHEDULE 
SOME  TIME  FOR 
YOUR  COUNTRY. 

Many  physicians  would 
like  to  devote  some  rime  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It’s  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you’ll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You’ll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you’ll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country.  We’ll  arrange  your  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


PHYSICIANSJHERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOUU  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

Tw,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It’s  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a variety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEAUYOUCANBE. 


HERE'S  ONE  DOCTOR 
WHO  WON'T  PAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 

The  Army  covers  his  premiums. 
Since  he’s  an  Army  Physician , there  are 
a lot  of  worries  associated  with  private 
practice  that  he  won’t  have  to  con  tend 
with.  Likeexcessivepaperwork,  andthe 
overhead  costs  incurred  in  running  a 
private  practice. 

What  he  willget  is  a highly  challeng- 
ing, highly  rewardingexperience.  The 
Armyoffersvaried  assignments, 
chances  tospecialize,  orfurtheryour 
education,  and  to  work  with  a team  of 
dedicated  health  care  professionals. 

Plus  a generous  benefits  package. 

If  you’re  interested  in  practicinghigh 
quality  health  care  with  a minimum  of 
administrative  burdens,  examine  Army 
medicine.  Talk  to  your  local  Army 
Medical  Department  Counselor  for 
more  information 

ARMY  MEDICINE. 
BEAUYOUCANBE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


ARMY  MEDICINE 
3101  MAGUIRE  BLVD 
ESSEX  BLDG.  SUITE  166 
ORLANDO  FL  32803 
CALLCOLLECT;  (305)  896-0780 
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COMUNICACIONES  BREVES 


Review  in  the  Prevention  and  Controi 
of  infiuenza  for  1987-1988 

Ramón  E.  Figueroa  Lebrón,  MD,  FCCP 


These  recomendations  update  information  on  the 
vaccine  and  antiviral  agent  available  for  the  control  of 
Influenza  for  the  1987-88  Influenza  season.  They 
superseed  the  recomendations  published  in  May  1986  in 
M.M.W.R.  Changes  include: 

• updating  the  influenza  in  the  trivalent  vaccine  for 
1987-88 

• extending  the  recommendation  of  vaccination  house- 
hold personnel  at  risk. 

• revising  precautions  for  use  of  amantadine  hydro- 
chloride. 

Influenza  A viruses  are  classified  in  subtypes  in  the 
basis  of  2 antigens: 

Antigen  H (hemaglutinin). 

Antigen  N (neuroaminidase). 
and  3 subtypes  of  each  H,,  Hj,  Hj  and  N,,  Nj,  Nj,  all  of 
which  have  caused  widespread  human  diseases. 

Immunity  to  these  antigens,  specially  hemaglutinins, 
reduces  the  likehood  of  infection  and  the  sensitivity  of 
diseases  if  the  infection  does  occur.  However,  there  may 
be  insufficient  antigen  variations  within  the  subtype  so 
infection  with  one  strain  may  not  induce  immunity  to 
distantly  related  strains  of  the  same  subtype.  Although 
Influenza  B virus  has  shown  more  antigenic  stability  than 
Influenza  A,  antigenic  variation  does  occur. 

The  typical  influenza  illness  is  characterized  by  abrupt 
onset  of  fever,  sore  throat  and  non-productive  cough. 
Unlike  other  common  respiratory  infections  it  can  cause 
extreme  malaise  lasting  several  days.  More  severe  disease 
can  result  if  the  virus  invades  the  lung  (primary  viral 
pneumonia)  or  a secondary  bacterial  pneumonia  occurs. 
This  usually  is  the  cause  of  the  increase  in  visits  to 
physician  offices,  Emergency  Rooms  or  hospital  out- 
patient clinics.  Complications  are  more  common  in 
persons  who  are  poorly  able  to  cope  with  the  disease 
because  of  age  (more  than  65)  or  underlying  health 
problems  like  cardiopulmonary  diseases,  diabetes,  heart 
disease  and  others. 

During  Influenza  epidemics  healthy  children  and 
adults  may  also  require  hospitalization  for  influenza- 
related  complications,  although  to  a lesser  extent  than 
high  risk  groups. 

Options  for  the  Control  of  Influenza 

There  are  two  measures  for  reducing  the  impact  of 
Influenza: 

1 - Immunoprophylaxis  inactivated  (killed)  virus  vaccines. 
2-  Chemoprophylaxis  or  therapy  with  antival  drug. 

The  vaccination  of  high  risk  persons  each  year  before 
the  influenza  season  is  the  single  most  important  measure 
for  reducing  the  impact  of  Influenza. 

Recent  reports  indicated  that  when  there  is  a good 
match  between  vaccine  and  epidemic  strain  of  virus. 


achieving  high  vaccination  rate  in  close  population  can 
reduce  the  risk  of  outbreaks  by  inducing  HERD 
inmunity.  When  outbreak  of  influenza  A do  occurs  in 
close  populations  they  may  be  stopped  by  chemopro- 
phylaxis of  all  residents. 

Unlike  immunization,  which  protects  against  influenza 
types  A + B,  chemoprophylaxis  is  effective  only  against 
Influenza  type  A.  Specific  chemotherapy  to  Influenza  A 
is  most  likely  to  benefit  individuals  who  seek  medical 
attention  promptly  because  of  the  above  onset  of  an  acute 
respiratory  illness  Influenza  A epidemic. 

Early  chemotherapy  may  reduce  the  severity  and 
duration  of  illness  for  high  risk  individuals  who  was  have 
not  been  vaccinated  or  for  those  who  Influenza  vaccine 
has  not  prevented  infection. 

Influenza  is  known  to  be  transmitted  in  medical  care 
setting  and  measures  such  as  isolating  individuals  in 
groups,  limiting  visitors  and  avoiding  elective  admissions 
and  surgery  during  the  outbreak  are  all  possible  ways  of 
limiting  further  transmission. 

The  effectiviness  of  closing  schools  or  classrooms 
during  Influenza  autbreak  has  not  been  established. 

Inactivated  Vaccines 

Most  vaccines  distributed  in  the  U.S.  are  chemically 
treated  (splitvirus  preparation)  to  reduce  the  incidence  of 
febrile  reaction  in  children. 

Influenza  vaccine  currently  contains  three  virus 
strains:  2 type  A and  one  type  B,  representing  the 
Influenza  virus  most  recently  circulating  in  the  world  and 
believed  likely  to  occur  in  the  U.S.  next  winter.  The 
elderly  and  patients  with  chronic  diseases  may  develope 
lower  post  vaccination  antibody  titers  than  healthy 
young  adults  and  thus  be  more  susceptible  to  infections 
of  the  upper  respiratory  tract.  The  vaccine  can  be 
effective  in  preventing  lower  respiratory  tract  invol- 
vement in  this  high  risk  persons  but  it  will  not  prevent 
primary  illness  caused  by  other  respiratory  pathogens. 

Recommendations  for  the  use  of  activated  Influenza  Vaccine 

It  is  recommended  1)  for  high  risk  persons:  more  than 
6 month  of  age  and  for  their 
medical  care  providers  or  house- 
hould  contacts  and  2)  forchildren 
and  adolescents  receiving  long 
term  aspirin  therapy  as  well  as 
other  persons  wishing  to  reduce 
the  chances  of  acquiring  influenza. 

The  guidelines  for  the  use  of  the  1986-87  remaining  in 
stock  should  not  be  used.  Therefore  a history  of  vaccina- 
tion in  any  previous  year  with  a vaccine  containing  one 
more  antigens  included  in  last  years  vaccine  does  not 
preclude  the  need  of  vaccination  for  the  1987-88 
Influenza  season. 
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Target  Group  for  Special  Vaccination  Programs 

Active  targeted  vaccinating  effort  are  most  neccesary 
for  the  following  two  groups  and  the  objective  is  to 
vaccinate  at  least  80%  of  each  one: 

1-  Adults  and  children  with  chronic  disorders  of  the 
cardiovascular  or  pulmonary  system  requiring 
regular  medical  care  and  hospitalization  during  the 
preceding  year. 

2-  Residents  of  nursing  homes  and  or  other  chronic  care 
facilites  and  patients  of  any  age  with  chronic  medical 
conditions. 

Groups  of  Moderate  Medical  Risk  of 
Influenza  Related  Complications 

After  the  above  two  groups  have  been  vaccinated,  the 
vaccine  should  be  made  available  to  persons  at  moderate 
risk  of  serious  illness  compared  to  the  general  population. 
These  includes: 

1-  healthy  individuals  over  65  years  old. 

2-  adults  and  children  who  require  regular  medical 
follow  up  or  hospitalization  because  of  chronic 
metabolic  diseases  such  as  diabetes  mellitus,  renal 
dysfuntion,  anemia  or  immunosuppression. 

3-  children  and  adolescents  (6  month- 18  years)  while 
receiving  long  term  aspirin  therapy  and  therefore  at 
risk  of  Reye  Syndrome  following  the  Influenza 
infection.  Nosocomial  outbreak  of  Influenza  are 
reported  every  year,  so  it  is  reasonable  to  believe  that 
individuals  caring  for  high  risk  persons  can  transmit 
the  influenza  infections  to  them.  The  potential  for 
such  transmission  to  high  risk  f)ersons  should  be 
reduced  by  vaccination. 

Other  considered  as  moderate  risk  for  Influenza 
infections  are:  physicians,  nurses  and  other  personnel 
having  extensive  contact  with  high  risk  patients.  Also 
considered  are  providers  of  care  to  high  risk  persons  in 
the  home  setting,  such  as  visiting  nurses,  respiratory 
therapists,  social  workers,  etc.  Other  househould 
members,  whether  or  not  they  provide  care  to  the  high 
risk  person  should  be  included. 

Vaccination  of  Other  Groups: 

1-  General  population:  any  person  wishing  to  reduce 
the  possibility  of  acquiring  Influenza  should  receive  it. 

2-  Persons  providing  essential  community  services 
such  as  members  of  the  police  and  fire  deparments.  They 
may  be  considered  in  vaccination  programs  so  that  the 
disruption  of  essential  services  during  epidemic  outbreak 
are  minimized. 

3-  Pregnancy:  it  has  not  been  demostrated  as  a risk 
factor  for  Influenza  infection,  however  pregnant  women 
with  medical  conditions  that  increases  the  risk  of  compli- 
cations with  Influenza  should  be  vaccinated.  To 
minimize  any  concern  over  the  possibility  of  terato- 
genicity, the  vaccine  should  be  given  after  the  first 
trimester  of  pregnancy. 

Persons  who  Should  not  be  Vaccinated 

1-  Inactivated  influenza  vaccine  should  not  be  given  to 
persons  who  have  severe  allergy  to  eggs. 

2-  Persons  with  acute  febrile  illness  should  not  be 


vaccinated  until  signs  of  clinical  improvement  appear. 
Timing  of  Influenza  Vaccination  Activity: 

The  first  sporadic  laboratory  confirmed  cases  of 
Influenza  in  the  U.S.  and  Puerto  Rico  are  often 
documented  in  September  or  October.  High  levels  of 
Influenza  activity  usually  do  not  occur  before  December, 
therefore  November  is  considered  as  the  optimal  time  of 
the  year  for  organized  vaccination  compaign  in  chronic 
care  facilities  and  other  places  where  high  risk  persons  are 
accesible.  Vaccination  is  desirable  in  September  and  or 
October. 

Hospitalized  high  risk  adults  or  children  who  are 
discharged  between  September  on  November  should  be 
vaccinated  as  part  of  the  discharge  procedure. 

Side  effects  or  adverse  reactions:  Because  the  vaccine 
does  contain  only  non-infectious  viruses  it  can  cause 
influenza. 

Occasional  case  of  respiratory  diseases  among  vacci- 
nated persons  represent  coincidental  illnesses  unrelated 
to  influenza  infections.  The  most  frequent  side  effect  of 
vaccination  is  soreness  around  the  vaccination  site  for 
one  or  two  days.  It  occurs  in  less  than  one  third  of  all 
vaccine  recipients.  Systemic  reactions  have  occurred  with 
fever,  malaise,  myalgia  and  other  systemic  symptoms  of 
toxicity.  They  are  infrequent  and  most  often  affect 
persons  with  no  exposure  to  the  influenza  viral  antigens 
of  the  vaccine,  specially  young  children.  Such  reaction 
begin  6 to  12  hours  after  vaccination  and  can  persist  for 
one  or  two  days. 

Immediate  presumably  allergic  reactions  producing 
hives,  angi oedema  or  allergic  asthma  or  anaphylaxis  may 
occur  but  they  are  extremely  rare.  These  reactions 
probably  are  due  to  residual  egg  component.  Unlike  1976 
vaccines  subsequent  vaccines  which  have  been  prepared 
by  other  viral  strains  have  not  been  associated  with  an 
increased  incidence  of  Guillan-Barré  Syndrome. 

Simultaneous  Administration  of  the  Influenza 
Vaccination  with  other  Childhood  vaccines: 

These  is  an  overlapping  in  the  target  groups  for 
influenza  and  pneumococcal  vaccination.  Both  of  them 
can  be  administered  at  the  same  time  at  different  sites 
without  increase  in  side  effects.  However,  it  should  be 
emphasized  that  pneumococcal  vaccine  should  be  given 
once  and  influenza  vaccine  should  be  given  annually. 

Influenza  vaccine  can  be  given  simultaneously  with 
other  vaccines,  but  at  different  sites. 

Antiviral  Chemotherapy 

Amantadine  is  given  at  a dose  of  200mg./day  in 
healthy  adults. In  persons  over  65  year  of  age,  because  of 
decreased  renal  function,  it  should  not  exceed  lOOmg./day. 

1-  In  patients  with  impaired  renal  function  the  dose 
should  be  reduced  even  further. 

2-  In  persons  with  active  disorders  the  frequency  of 
seizure  cna  be  increased  with  a dosage  of  200mg./day. 
It  should  be  reduced  to  lOOmg./day. 

3-  Children  under  one  year  of  age  are  not  yet  adequately 
evaluated. 

4-  In  children  1 to  9 years  ofage  the  approximate  dose  is 

4-8mg./Kg/day.  not  to  exceed  150mg./day. 
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HEAin  SEIVICES 

PAHENTS’  HISnilES-MEDICAl  AEC8US 


TYPE  OF  BUSINESS: 
SUBJECT: 


PROBLEM: 


SOLUTION: 


mw  If  GWIMl 
A paunts  MsmY 

IN  HE  NIST 
EEFECUVE  WAY. 

WHEN  YOU  ARE  IN  A BUSINESS  WHERE  HUMAN  LIVES  ARE  AT  STAKE, 
ANY  STEP  TO  BETTER  SERVICE  IS  INDISPENSABLE.  AT  WANG  WE 
HAVE  A SYSTEM  THAT  TAKES  CARE  OF  ALL  YOUR  MAJOR  NEEDS, 
MAKING  PATIENT  HISTORIES,  AMONG  OTHER  THINGS,  MORE 
ACCURATE  AND  EFFICIENT. 

WITH  IT  YOU  CAN  CHECK  ANY  ALLERGIES,  DRUG  PROBLEMS  AND 
MAJOR  ILLNESSES  REGARDLESS  OF  THE  AMOUNT  OF  PEOPLE  THAT 
COME  AND  GO  FROM  THE  HOSPITAL  DAILY. 

PLUS  YOU  ALSO  GAIN  BETTER  CONTROL  OF  ALL  THIS: 


ADMISSIONS, 

TRANSFER  AND  DISCHARGE 

SERVICE  CONTROL 

(IN  PATIENT/OUT  PATIENT) 

COSTS  CONTROL 

APPOINTMENTS 

LABORATORY 

CONTROL 

RADIOLOGY 

CONTROL 

CONTROL  OF 

OPERATING  ROOMS 

DIETS  CONTROL 

BLOOD  BANK 

EMERGENCY  ROOMS 

PATIENT  HISTORY 


• CONTROL  OF 
PERSONNEL 

• CONTROL  OF 
HUMAN  RESOURCES 

• CONTROL  OF 
HOSPITAL  BUDGETS 

• CONTROL  OF 
STATISTICS 

• ACCOUNTING 

• GENERAL  LEDGER 

• ACCOUNTS 
RECEIVABLE 

• THIRD  PARTY 
BILLING  AND  DRG 

• MEDICAL  PLANS 
(MEDICAID/MEDICARE) 


IT  DOESN’T  TAKE  LONG  FOR  US  TO  MAKE  IT  WORK  FOR  YOU. 

GIVE  US  A TRY.  WE’LL  GET  YOUR  BUSINESS  RUNNING  SMOOTHLY 
AND  QUICKLY.  TODAY  AND  TOMORROW. 

CALL  US  753-7705. 


WANG 


We  make  it  work.  Plaza  ScotiabanK,  5th.  Floor  - 273  Ponce  de  León  Ave.,  Hato  Rey,  Puerto  Rico  00918. 


To  show  you  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


60,073 patients  (90%)  who  started  on 
INDERAL*  LA  stayed  on  INDERAL  LAI 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  compliance 

H ONCE-DAILY  H M 

NDERAL  LA 


LONG  ACTING 
CAPSULES 


(PROPRANOLOL  HCl) 

Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma, 

'After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA. 


The  one  you  know  best_^^rs:i3:jw¿y^ 
keeps  looking  better 


Please  see  next  page  tor  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR  j 

INDERAL'^  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodi- 
lator responses  to  bela-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60, 80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rale  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  Tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  of  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period,  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  ol  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  trom  conventional 
propranolol,  a possible  need  for  relitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rate  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  ol  a migraine  attack  that  has  started  has  not  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations,  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  ol 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock,  2)  sinus 
bradycardia  and  greater  than  first-degree 
block,  3)  bronchial  asthma,  4)  cohgestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  ciroulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  ih  overt  congestive  heart  failure,  if  nec- 
essary, they  cah  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 
heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  contihued  use  of  beta  blockers 
can,  in  some  cases,  lead  to  cardiac  failure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gracfually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  lor  the  managemeht 
of  uhstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  major  surgery  is  controversial  It  should  be  noted,  however,  that  the  impaired  ability  of  fhe 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-blocking  agent  is  required  Beta  blockers  may  mask  tachycardia  occurrihg 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels 
THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  may  change  thyroid  function  tests, 
increasing  T4  and  reverse  T3.  and  decreasing  T3 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screehing  test  Withdrawal  may  lead  to  a 
return  of  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  the  concomi- 
tant intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  ih  serious  adverse  reactions, 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  receht  myocar- 
dial infarction 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol 
Ethanol  slows  the  rate  ol  absorption  of  propranolol 
Phenytom,  phenobarbilone,  and  rilampin  accelerate  propranolol  clearance 
Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  of  both  drugs 

Antipynne  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with 
propraholol 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
with  propraholol 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and 
increasing  blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumorigenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  ol 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnahcy  Category  C INDERAL  has  beeh  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women,  INDERAL  should  be 
used  during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised 
when  INDERAL  (propranolol  HCI)  is  administered  to  a nursing  woman 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  ol  therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Light-headedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia;  visual 
disturbances,  hallucinations,  vivid  dreams,  an  acute  reversible  syndrome  characterized  by 

disorientation  for  time  and  place,  short-term 
memory  loss,  emotional  lability,  slightly 
clouded  sensorium,  ahd  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate 
formulations,  fatigue,  lethargy, and  vivid 
dreams  appear  dose  related 
Gastrointestinal  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 

Allergic:  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress. 

Respiratory  Bronchospasm 
Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propraholol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  ih  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintaihed  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for 
IN[3ERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Relitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenance  dosage  is  1 20  to  1 60  mg  once  daily  In  some  instances  a dosage  ol  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a few  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
once  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  not  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
)/VARNINGS) 

MIGRAINE  — Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimal  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  tour  to  six  weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should 
be  discohtihued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  several 
W66ks 

HYPERTROPHIC  SUBAORTIC  STENOSIS- 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use  ol  the  drug  ih  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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PRECAUTIONS.  GENERAL  Propranolol  should  be  used  with  caution  tn  patients  with  im- 
paired hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 
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ASOCIACION  MEDICA  DE  PUERTO  RICO 
85  TA.  CONVENCION  ANUAL 
CENTRO  DE  CONVENCIONES  DEL  CONDADO 
10  AL  14  DE  NOVIEMBRE  DE  1987 


Programa  Preliminar 


Martes,  10  de  noviembre 


REGISTRO 


SESION  INAUGURAL 


Miércoles,  11  de  noviembre 


A.M 


P.M. 


Psiquiatría 
Infectología  (SIDA) 
Cirugía  General 
Actualización  en  CPR 


Cirugía  Plástica 
Obstetricia  y Ginecología 
Medicina  del  Adolescente 
Actualización  en  CPR 


Jueves,  12  de  noviembre 

12:00  M.  Conferencia  Magistral  Dr.  Isaac  González  Martinez 


Oncología 
Radiología  (MRl) 
Otorrinolaringología 
Seminario  Sustancias  Controladas 
(Leyes  Federales  y Estatales) 


Hematología 
Medicina  Interna 
Purdue  Frederick 


Viernes,  13  de  noviembre 

12:00  M.  Conferencia  Magistral  Dr.  Eugenio  Eernández  García 


Neumología 

Gastroenterología 

Ortopedia 

Oftalmología 


Fisiatría 

Medicina  Industrial 
Inmunología 
Temas  Libres 


Sábado,  14  de  noviembre 

12  00  M.  Conferencia  Magistral  Dr.  Ramón  M.  Suárez 

Medicina  Nuclear 
Medicina  de  Emergencia 
Cardiología 

COOPERA  CON  TU  PROFESION,  PARTICIPA  EN  TU  CONVENCION 
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The  Diet-Heart  Question: 

How  Good  is  the  Evidence?* 

Donald  J.  McNamara,  PhD** 


Cardiovascular  diseases  (CVD)  are  the  number  one 
killer  in  most  industrialized  countries  of  the  world. 
This  multifactorial  disease  has  a number  of  known  risk 
factors  which  include  cigarette  smoking,  high  blood 
pressure  and  an  elevated  blood  cholesterol  level.  While 
there  is  little  debate  relating  these  risk  factors  to  CVD, 
there  exists  substantial  debate  regarding  the  role  of 
dietary  fat  and  cholesterol  as  contributing  factors  to 
blood  cholesterol  levels  and  CVD  risk.'“  The  problem 
facing  health  professionals  is  the  extent  to  which  high 
quality,  nutritionally  dense  foods  should  be  restricted  in 
the  diet  of  the  average  american  based  on  the  saturated 
fat  and  cholesterol  content  of  these  foods. 

This  paper  will  examine  some  of  the  questions  which 
exist  regarding  the  diet-heart  disease  relationship, 
potential  problems  associated  with  generalized  dietary 
recommendations  to  the  public  and  aspects  of  the  mass 
intervention  versus  individualized  treatment  approaches 
to  CVD  risk  reduction. 

Plasma  Cholesterol  and  CVD  Risk:  Who  to  Treat? 

llie  initial  question  facinga  health  professional  is  what 
is  a sufficiently  high  plasma  cholesterol  level  as  to 
warrant  dietary  intervention.  Even  this  point,  who  to 
treat,  is  debated  within  the  biomedical  community.  To 
answer  this  question  on  an  individual  patient  basis,  one 
must  consider  the  patient’s  overall  risk  profile  since  an 
o\'crweight.  hypertensive,  cigarette-smoking  male  will  be 
at  a higher  risk  at  a lower  cholesterol  level  than  a patient 
whose  only  risk  factor  is  a high  plasma  cholesterol  level.’ 

The  most  rational  approach  is  to  treat  all  the  apparent 
risk  factors  with  a goal  to  reduce  the  plasma  cholesterol 
level  to  less  than  230  mg/dl.'*  There  is  some  indication 
that  low’er  levels  are  advisable’  but  the  evidence 
indicating  substantial  CVD  risk  reduction  by  lowering 
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plasma  cholesterol  below  200  mg/dl  is  still  debatable.  In 
treating  a hypercholesterolemic  patient,  attaining  a 
cholesterol  level  of  less  than  230  mg/dl  should  achieve  a 
significant  reduction  in  CVD  risk. 

Which  Dietary  Goals  to  Follow? 

The  American  Heart  Association’s  recommendation 
to  lower  plasma  cholesterol  levels  includes  reducing 
dietary  cholesterol  intake  to  less  than  300  mg/day, 
reducing  dietary  fat  to  30%  of  total  calories  and  having 
dietary  fat  composed  of  equal  parts  of  saturated, 
monounsaturated  and  polyunsaturated  fat.’  These 
recommendations  apply  to  not  only  hypercholestero- 
lemic individuals  but  every  adult  and  child  over  the  age  of 
two  years."  For  those  individuals  with  normal  plasma 
cholesterol  levels  and  in  young  children,^  it  would  seem 
reasonable  to  be  more  concerned  about  a balanced  and 
nutritious  diet  than  with  an  exclusionary  policy  towards 
animal  product  foods  which  play  such  an  important  role 
in  our  diets.  Prior  to  recommending  that  everyone 
consume  such  a “prudent  diet,”  it  would  seem  reasonable 
to  consider  the  evidence  that  a dietary  change  will 
effectively  reduce  plasma  cholesterol  levels  and  CVD 
incidence.  This  evidence  and  related  questions  are 
discussed  below. 

Does  Epidemiological  Evidence 
Support  Dietary  Change? 

Numerous  cross-cultural  studies  have  demonstrated  a 
relationship  between  plasma  cholesterol  levels  and  the 
dietary  intake  of  saturated  fats  and  cholesterol;  however, 
studies  within  populations  have  not  documented  a clear 
relationship  between  dietary  factors  and  plasma  choles- 
terol levels.  There  are  numerous  reasons  why  such  a 
relationship  may  not  be  demonstrable  within  a popula- 
tion; however,  it  may  be  that  such  relationships  do  not 
exist.  At  the  present  time,  intrapopulation  studies 
continue  to  confound  a clear  diet-heart  disease  relation- 
ship. Confusing  the  problem  still  further  is  the  fact  that 
there  is  evidence  that  in  some  populations  increases  in 
dietary  saturated  fat  and  cholesterol  intakes  have 
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occurred  without  corresponding  changes  in  CVD 
incidences.^  Epidemiological  evidence  fora  relationship 
between  dietary  patterns  and  disease  incidence  can  only 
show  trends  and  interactions  and  does  not  constitute 
proof  of  a causal  relationship. 

Do  Intervention  Trials  Support  Dietary  Change? 

To  date,  there  have  been  no  conclusive  dietary  inter- 
vention trials  supporting  the  proposed  benefits  in  CVD 
risk  reduction  from  initiation  of  a prudent  diet.**  While 
there  are  numerous  reasons  for  the  lack  of  definitive 
evidence  from  such  trials,  the  ab.sence  of  such  evidence 
poses  a serious  question  in  the  diet-heart  disease  debate. 
The  recent  Lipid  Research  Clinics  Trial  does  provide 
evidence  of  CVD  risk  reduction  in  severely  hypercho- 
lesterolemic  men  treated  with  the  plasma  cholesterol - 
lowering  drug  cholestyramine;''  however,  extrapolation 
from  a drug  study  in  high-risk  men  to  dietary  interven- 
tions in  the  general  public  may  not  be  justified  since  the 
interventions  lower  plasma  cholesterol  levels  by  every 
different  mechanisms. 

Dietary  and  Plasma  Cholesterol:  Are  They  Synonymous? 

For  most  of  the  public,  there  is  a conceptual  relation- 
ship between  dietary  cholesterol  and  plasma  cholesterol, 
and  the  first  dietary  change  made  is  a reduction  in  egg 
consumption.  The  question  of  whether  dietary  cholesterol 
contributes  to  plasma  cholesterol  levels  has  been 
extensively  investigated  without  a clear  re.solution.'” 

The  evidence  for  a dietary  cholesterol  effect,  when 
considered  within  the  ranges  of  dietary  cholesterol  most 
people  consume,  whould  suggest  that  if  one  exists,  it  is 
minimal.  The  reasons  for  this  small  effect  are  due  to  three 
factors:  dietary  cholesterol  absorption  varies  from 
subject  to  subject  with  a mean  fractional  absorption  of 
60%;  the  rate  of  endogenous  cholesterol  synthesis  is 
three-fold  the  amount  obtained  from  an  average  diet; 
and,  finally,  most  individuals  express  fairly  precise 
feedback  homeostatic  regulation  which  reducescholeste- 
rol  synthesis  in  the  body  to  compensate  for  an  increased 
dietary  cholesterol  intake."  The  combined  effects  of 
these  regulatory  factors  may  negate  any  substantial 
cholesterol-lowering  benefit  from  a reduction  in  dietary 
cholesterol  intake  from  the  current  450  mg/day"  to  the 
recommended  300  mg/day.  It  should  be  noted,  however, 
that  approximately  one-third  of  the  population  lacks 
precise  regulatory  mechanisms  and  is  sensitive  to  dietary 
cholesterol;  these  individuals  can  gain  plasma  cholesterol - 
lowering  benefits  from  a reduction  in  dietary  cholesterol 
intake." 

Does  the  Quantity  of  F’at  Impact  on  Plasma  Cholesterol? 

Dietary  recommendations^  have  proposed  that  indivi- 
duals reduce  their  total  fat  intake  from  the  current  40%  of 
calories  to  30%  of  total  calories  and  that  the  fats 
consumed  be  10%  each  of  saturated,  monounsaturated 
and  polyunsaturated  fats.  This  reduction  in  total  fat 
calories  is  to  be  compensated  for  by  an  increase  in 
complex  dietary  carbohydrates.  Two  questions  can  be 
raised  regarding  the  advisability  of  this  recommendation: 
first,  will  such  a change  effectively  reduce  plasma 


cholesterol  levels  and,  second,  is  the  proposed  shift  in 
caloric  intake  free  of  any  potentially  harmful  side  effects. 

Unfortunately,  there  is  limited  scientific  evidence  that 
a reduction  in  total  fat  calories  will  reduce  plasma 
cholesterol  levels  in  most  people.  The  available  studies  do 
suggest  that  some  individuals  have  a cholesterol -lowering 
benefit  from  reducing  total  fat  calories;  yet  even  in  these 
studies,  there  is  the  complicating  factor  that  often  two 
variables  have  been  changed, fat  quality  and  quality,  and, 
in  many  instances,  an  increase  in  dietary  carbohydrates  is 
associated  with  an  increase  in  plasma  triglyceride  levels. " 

What  is  the  Impact  of  Increasing  CHO? 

The  second  point  regarding  potential  side  effects  of  a 
shift  in  calories  from  fat  to  carbohydrates  has  been 
reviewed  by  Reaven."  The  author  points  out  that  an 
increase  in  carbohydrate  calories  would  be  expected  to 
increase  plasma  triglycerides,  plasma  insulin  and  plasma 
gluco.se.  Some  researchers  believe  that  any  one  of  these 
could  be  associated  with  an  increased  risk  for  CVD. 
Reaven  also  noted  that  the  shift  in  calories  could  be 
especially  dangerous  to  the  elderly  since  carbohydrate 
metabolism  is  less  well-regulated  and  there  isa  potential 
for  glucose  intolerance. 

Docs  the  Quality  of  Fat  Impact  on  Plasma  Cholesterol? 

Numerous  metabolic  ward  studies  have  demonstrated 
that  plasma  cholesterol  levels  can  be  reduced  by  shifting 
the  dietary  fat  quality  from  a low  to  high  polyunsaturated 
to  saturated  fat  (P/S)  ratio. ^ It  should  be  noted,  however, 
that  changes  in  fat  P/S  similar  to  the  dietary  recommen- 
dations do  not  provideasconsistent  cholesterol -lowering 
benefits  in  all  subjects  tested.  Many  studies  indicate  that, 
just  as  with  dietary  cholesterol,  there  is  a large  degree  of 
variability  in  response  to  an  increase  in  dietary  fat  P/S 
ratio — some  patients  obtain  a cholesterol-lowering 
benefit  while  others  are  relatively  insensitive  to  the 
change."  While  most  of  the  studies  over  the  past  fifteen 
years  have  concentrated  on  the  P/S  ratio  of  dietary  fat 
and  its  relationship  to  plasma  cholesterol  levels,  recent 
studies  have  shown  that  monounsaturated  fats,  previously 
thought  to  be  neutral  in  terms  of  plasma  cholesterol 
levels,  can  significantly  reduce  plasma  cholesterol  levels 
and  can  play  an  important  role  in  dietary  therapy  for 
those  who  need  intervention."  Recent  studies  have  also 
shown  the  plasma  cholesterol-lowering  benefits  of 
incorporating  high  levels  of  omega-3  fatty  acids  in  the 
diet."  These  various  studies  raise  a very  important 
question  which  has  yet  to  be  answered:  do  we  really  know 
what  dietary  fat  changes  will  effectively  and  safely  lower 
plasma  cholesterol  levels  in  hypercholesterolemic  patients? 

How  Does  Caloric  Intake  Impact  on  Plasma  Cholesterol? 

Probably  one  of  the  most  overlooked  aspects  of  the 
dietary  recommendations  to  reduce  CVD  risk  is  the 
recommendation  that  people  attain  and  maintain  ideal 
body  weight."  There  is  consistent  evidence  that  obesity  is 
a factor  in  hyperlipidemia  and  that  weight  loss  can 
significantly  reduce  plasma  cholesterol  levels."  Weight 
reduction  not  only  lowers  plasma  cholesterol  levels  but 
also  reduces  the  elevated  rates  of  cholesterol  and  lipo- 
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protein  synthesis  commonly  found  in  obese  patients.*'^ 
Weight  reduction  can  be  one  of  the  most  effective  moda- 
lities for  lowering  plasma  cholesterol  levels. 

How  Good  is  the  Evidence  for  Individuals? 

The  data  supporting  a relationship  between  dietary  fat 
and  cholesterol  intake  and  elevated  plasma  cholesterol 
levels  must  be  evaluated  not  as  mean  values  but  on  the 
basis  of  individual  patient  responses.  There  is  no  doubt 
that  some  individuals  can  lower  their  plasma  cholesterol 
levels  by  decreasing  dietary  cholesterol  or  saturated  fat 
intake;  however,  there  is  persuasive  evidence  that  there 
are  those  for  whom  a dietary  change  within  the  range  of 
the  dietary  recommendations  will  have  little  benefit. 
Clinically,  the  problem  is  to  determine,  first,  who  needs 
intervention  and,  second,  how  effective  is  the  interven- 
tion. There  is  no  component  in  generalized  dietary 
recommendations  to  screen  for  hypercholesterolemia  or 
to  carry  out  the  follow-up  evaluation  to  determine  the 
efficacy  of  the  intervention. 

Summary 

There  is  little  doubt  that  dietary  intervention  should  be 
the  first  approach  to  treating  the  hypercholesterolemic 
patient  in  an  attempt  to  reduce  his  or  her  risk  of  heart 
disease.  The  questions  raised  in  this  review  deal  with  the 
advisability  of  generalized  dietary  recommendations  to 
the  public  and  their  potential  benefit  in  reducing  CVD 
incidence.  A total  risk  factor  intervention  approach  on  an 


individual  patient  basis  would  seem  to  have  greater 
potential  for  success  than  a generalized  dietary  recom- 
mendation. 
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$500,000,000  OF  RESEARCH 
HELPED  CLIFF  SHAW 
PLAY  BASEBALL  AT  AGE  85. 

In  November  1973, 

Cliff  Shaw  was  stricken 
with  cancer. 

Fortunately,  it  was 
detected  early  enough. 

And  with  surgery.  Cliff 
was  able  to  continue  liv- 
ing a healthy,  active  life. 

There  was  a time 
when  such  a diagnosis 
was  virtually  hopeless. 

But  today,  cancer  is 
being  beaten.  Over  the 
ears,  we’ve  spent 
500,000,000  in  research. 

And  we’ve  made  great 
strides  against  many 
forms  of  cancer. 

With  early  detection  and  treatment,  the  survival  rate  for  colon  and 
rectal  cancer  can  be  as  high  as  75%.  Hodgkin’s  disease,  as  high  as  74%. 
Breast  cancer,  as  high  as  90%. 

I Today,  one  out  of  two  people  who  get  cancer  gets  well. 

It’s  a whole  new  ball  game. 

^AMERICAN  CANCER  SOCIETY* 

Í Help  us  keep  winning. 
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PARASITIC  INFECTION  AMONG 
VIETNAM  VETERANS 


A new  antibody  test  can  be  useful  in  screening  Vietnam 
veterans  suspected  of  having  stronglyloidiasis,  a parasitic 
infection  endemic  in  Southeast  Asia  and  elsewhere,  says  a 
study  in  JAMA.  Large  numbers  of  unsuspected  strongy- 
loidiasis cases  have  been  identified  among  former 
prisoners  of  war  who  served  in  Southeast  Asia  during 
World  War  II,  and  sporadic  reports  of  symptomatic  cases 
among  Vietnam  vets  are  now  surfacing,  Robert  M. 


CORNEAL  INFECTION  ASSOCIATED  WITH 
CONTACT  LENS  USE 


Soft  contact  lens  wearers,  especially  those  using 
nonsterile  lens  care  solutions,  may  be  at  increased  risk  for 
a rare  corneal  infection  (keratitis),  caused  by  the  amebae, 
Acanthamoeba.  The  finding,  reported  in  JAMA,  empha- 
sizes the  importance  of  properly  disinfecting  contact 
lenses. 

Jeanette  K.  Stehr-Green,  MD,  of  the  Centers  for 
Disease  Control  (CDC),  Atlanta,  and  colleagues  com- 
pared characteristics  of  27  patients  with  Acanthamoeba 
keratitis  and  81  uninfected  matched  controls,  including 
contact  lens  care  practices,  brands  of  lenses  and 
associated  solutions,  and  behavioral  activities. 

“Patients  were  significantly  more  likely  than  controls 
to  use  homemade  saline  instead  of  commercially 
prepared  saline...  and  wear  their  lenses  while  swimming,” 
the  report  notes.  Patients  also  were  significantly  more 
likely  than  controls  to  disinfect  their  lenses  less  frequently 
than  recommended  by  lens  manufacturers. 

The  study  found  Acanthamoeba  in  homemade  saline 
solutions  of  two  controls,  leading  the  researchers  to 
believe  that  certain  host  factors  or  eye  injury  may  predis- 
pose to  infection.  Only  100  cases  of  Acanthamoeba 
keratitis  have  been  reported  to  the  CDC,  but  the  infection 
is  difficult  to  treat  and  may  cause  partial  or  total  vision 
loss.  “The  risk  factors  associated  with  this  infection  may 
also  apply  to  more  common  bacterial  infections  of  the 
cornea,”  say  the  researchers. 

The  report  concludes  that  lens  care  recommendations 
should  be  followed  closely,  including  use  of  sterile 
solutions  after  lens  disinfection,  use  of  solutions  and 
disinfection  methods  appropriate  for  the  specific  lens 
type,  cleaning  and  disinfecting  the  lenses  each  time  they 
are  removed,  and  washing  hands  before  the  lenses  are 
handled.  More  than  23  million  Americans  wear  contact 
lenses. 

JAMA  July  3.  1987 


Genta,  MD,  of  the  Veterans  Administration  Medical 
Center,  Cincinnati,  and  colleagues  note.  Traditional 
diagnostic  procedures  are  laborious,  but  a new  enzyme- 
linked  immunosorbent  assay  (ELISA),  using  parasite 
larval  antigens,  “may  be  a useful  and  cost-effective  test 
for  screening  individuals  at  risk,”  the  researchers  say. 
Although  their  screening  of  493  Vietnam  vets  using  this 
test  found  only  1 .6  percent  to  be  seropositive,  the  authors 
say  “there  could  be  several  thousand  individuals  with  a 
silent  parasitosis  that  may  become  symptomatic  or  even 
life-threatening  as  they  grow  older  and  develop  other 
medical  conditions.” 

JAMA  July  3,  1987 


LEAD  PAINT-STRIPPING  CAN  AGGRAVATE 
LEAD  EXPOSURE 


“Deleading,”  strippin  and  sanding  away  lead  paint  in 
homes,  can  protect  children  against  a common  source  of 
lead  poisoning.  But  if  done  improperly,  deleading  itself 
can  exacerbate  exposure  by  producing  lead-laden  dust,  a 
report  in  July’s  American  Journal  of  Diseases  of  Children, 
AJDC,  warns.  Yona  Amitai,  MD,  of  Harvard  Medical 
School,  Boston,  and  colleagues  say  such  dust-related  lead 
poisoning  has  occurred  in  adults  doing  the  deleading,  but 
similar  exposure  in  children  is  not  well  documented. 
Their  study  describes  four  lead-poisoned  children  who 
had  substantial  increases  in  blood  lead  levels  after 
improper  deleading  of  their  apartments.  The  authors  say 
their  intention  is  not  to  discourage  deleading  but 
“rather...  to  illustrate  the  potential  hazard  of  deleading 
and  the  need  for  strict  safeguards.” 


TONSILLECTOMY  FOR  ADULT  SLEEP  APNEA 


Obstructive  sleep  apnea  in  children,  in  which  breathing 
stops  for  brief  periods  while  sleeping,  is  often  caused  by 
enlarged  tonsils  and  adenoids,  and  tonsillectomy  usually 
causes  dramatic  improvement.  Enlarged  tonsils  are  not 
as  common  a cause  of  the  disorder  in  adults,  but  tonsillec- 
tomy still  can  be  effective,  says  a report  in  July’s  Archives 
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of  Internal  Medicine.  Maj.  Roy  J.  Moser  III,  MC,  USA, 
and  LTC  Krishnan  R.  Rajagopal,  MC,  USA,  of  Walter 
Reed  Army  Medical  Center,  Washington,  DC,  studied 
six  patients  aged  22  to  52  years  who  had  enlarged  tonsils 
and  adenoids  and  obstructive  sleep  apnea.  Tonsillectomy 
provided  lasting  relief  for  four.  These  results,  plus  a 
review  of  other  reports,  indicate  that  “many  adults  with 
(apnea)  can  clearly  benefit  from  removal  of  hypertrophied 
tonsils,”  the  authors  say.  But,  they  note,  the  procedure 
may  not  work  for  all  adults,  and  “this  should  be 
considered  during  initial  patient  counseling  and  when 
planning  postoperative  follow-up.” 

EXCESS  SWEATING:  CAUSE  AND  TREATMENT 


Hyperhidrosis,  or  excess  sweating,  is  a disturbing 
problem  for  many  people,  two  reports  in  July’s  Archives 
of  Dermatology  note.  In  one,  LTC  William  D.  James, 

MC,  USA,  of  the  Walter  Reed  Army  Medical  Center, 
Washington,  DC,  and  colleagues  describe  a family  with  a 
history  of  emotionally  aggravated  hyperhidrosis,  saying 
it  seems  to  be  inherited  in  an  autosomal  dominant 
fashion.  Two  family  members  showed  a marked  decrease 
in  sweating  of  the  palms  when  given  a calcium  channel- 
blocking drug.  In  the  second  study,  Lewis  P.  Stolman, 

MD,  FRCP(C),  of  the  New  York  University  School  of 
Medicine,  New  York,  says  a procedure  called  ionto- 
phoresis — immersing  the  hand  in  a tray  of  tap  water  and 
exposing  it  to  a slight  electric  current — dramatically 
relieved  palm  sweating  for  15  of  18  subjects  treated.  He 
says  this  process  “is  a suitable  alternative  to  long-term 
drug  therapy  and  should  be  offered  to  patients  for  control 
of  (palm  sweating)  prior  to  surgical  intervention.” 


CARE  OE  HOMOSEXUAL  YOUTH 
“PUBLIC  HEALTH  IMPERATIVE” 


Despite  unprecedented  public  awareness  of  adult 
homosexuality  and  its  relevance  to  major  health  issues 
— such  as  AIDS — little  attention  is  being  given  to  the 
problems  of  homosexual  adolescents,  says  a report  in 
JAMA. 

“Although  the  prevalence  of  adolescent  homosexual 
behavior  is  well-recognized,  some  authorities  ‘clearly 
reject’  the  notion  that  a homosexual  orientation  can  be 
established  prior  to  adulthood,”  reports  Gary  Remafedi, 
MD,  MPH,  of  the  University  of  Minnesota  Hospital  and 
Clinic.  This  view  not  only  precludes  understanding  the 
development  of  sexual  orientation,  but  “potentially 
damages  the  lives  of  millions  of  persons  who  experience 
the  sudden  upheaval  of  sexual  and  social  identities  as  they 
reach  the  age  of  majority,”  he  says. 

Remafedi,  who  focuses  his  report  on  young  men,  says 
there  is  a popular  notion  that  homosexuality  is  a 
“normal”  part  of  adolescent  sexual  development  and  is 
“discarded”  upon  reaching  adulthood.  However,  he 
writes,  the  fact  that  many  individuals  discontinue 


homosexual  activity  as  adults  “neither  proves  nor  refutes 
the  contention  that  adolescent  homosexuality  is  transient 
and  incidental.” 

Ramafedi  says  data  suggest  strongly  that  homosexual 
activity  is  prevalent  among  adolescent  males  and  that 
genital  sexual  behavior  is  not  an  absolute  predictor  of 
sexual  orientation.  Studies  also  indicate  there  is  a subset 
of  adolescents  who  clearly  identify  themselves  as 
homosexual  and  that  for  many  homosexual  adolescents 
and  adults,  the  roots  of  their  sexual  orientation  extend  to 
early  childhood  as  reflected  in  childhood  memories  or 
childhood  “gender-atypical”  behavior. 

From  a pragmatic  health  perspective,  Remafedi  says, 
what  is  most  important  is  that  there  is  a sizable  minority 
of  adolescents  who,  because  of  homosexual  or  attendant 
feelings  of  alienation,  “may  be  at  risk  for  medical  and 
psychiatric  morbidities  and  mortality.  Even  if  their 
homosexual  orientation  do  not  persist  through  adulthood, 
their  physical  and  emotional  problems  still  may.” 

While  there  are  no  specific  data  on  the  prevalence  of 
human  immunodeficiency  virus  (HIV)  infection  among 
homosexual  youth,  a study  of  homosexual/bisexual  male 
teens  found  a mean  of  seven  sex  partners  annually,  with 
45  percent  reporting  a past  history  of  sexually  trans- 
mitted diseases  (STDs).  Like  adults,  Remafedi  says,  teens 
engaging  in  high-risk  sexual  behavior  are  in  peril  of 
acquiring  HIV.  Thus,  “today’s  adolescents,  who  are  not 
yet  infected  by  (HIV)  and  who  are  newly  exploring  their 
homosexual  lifestyles,  are  among  those  persons  most 
likely  to  benefit  from  preventive  efforts,”  he  says. 

The  same  imperative  exists  for  mental  health  efforts. 
Despite  a tripling  of  adolescent  suicide  rates  in  the  last  20 
years,  Remafedi  says,  the  relationship  between  sexual 
orientation  and  adolescent  suicide  has  not  been  studied. 

The  data  suggest  adolescents  who  are  struggling  with 
homosexuality  and  not  getting  appropriate  health  care 
services  and  support  from  family  and  community  “are  in 
jeopardy  of  serious  emotional,  social  and  physical 
difficulties,”  Remafedi  says.  The  potential  cost  for  the 
individual  teen  is  illness  or  death,  he  says.  “The  larger 
society  also  pays  a price,  measured  in  epidemics,  health 
care  dollars,  and  less  tangible  social  malaise  and  wasted 
human  potential.” 

A number  of  initiatives  on  adolescent  homosexuality 
have  surfaced  in  recent  years,  Remafedi  says.  But  these 
efforts  need  to  be  expanded,  and,  “given  the  finality  of 
problems  such  as  suicide  and  fatal  (STDs),”  that  they 
focus  on  identifying  youth  at  risk  and  preventing  serious 
health  consequences,  he  says. 

“Monumental  progress  will  be  made  with  the  simple 
affirmation  that  homosexual  adolescents  do,  indeed, 
exist,”  he  concludes.  “Their  care  is  no  longer  an  issue  for 
special  interest  groups  or  for  students  of  sexual  deviance, 
but  a public  health  imperative  for  every  parent  and  pro- 
fessional working  with  young  people.” 

JAMA  July  10.  1987 

TOO  MANY  PEDIATRICIANS,  STUDY  SUGGESTS 

Medical  schools  have  produced  an  excess  of  pedia- 
tricians, according  to  a report  in  JAMA.  Other  pressures 
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on  the  specialty  include  inadequate  reimbursement  for 
cognitive  services,  an  increasing  number  of  poor 
children,  and  professional  liability  associated  with 
immunizations  and  the  diagnostic  process. 

“We  will  have  less  than  half  the  number  of  children  per 
pediatrician  in  the  year  2000  than  we  did  in  1970,”  writes 
Vincent  A.  Fulginiti,  MD,  of  the  University  of  Arizona 
College  of  Medicine,  Tucson,  commenting  editorially  on 
a report  from  the  Council  on  Long  Range  Planning  and 
Development  of  the  AMA.  Fulginiti  claims  the  report 
“does  not  lay  out  a strategy  and  set  of  tactics  to  get  us  to 
reach  our  goals,  goals  that  should  include  reducing 
poverty,  adjusting  the  number  of  pediatricians  who  will 
enter  the  profession,  redistributing  the  excess  number  of 
pediatricians  to  underserved  areas,  and  insisting  on 
adequate  compensation  for  ambulatory/cognitive  servi- 
ces, which  save  patient  costs  and  spare  morbidity.” 

Fulginiti  says  that  organized  medicine  must  insist, 
through  active  government  involvement,  that  poor 
children  have  access  to  medical  care.  In  addition,  changes 
and  reductions  in  residency  programs  may  be  required  to 
meet  the  needs  of  a shrinking  patient  population. 
Changes  in  reimbursement  plans  are  long  overdue,  says 
Fulginiti:  “We  have  tolerated  for  too  long,  and  with 
much  too  passive  an  approach,  the  disproportionate 
payment  for  catastrophic  care  and  for  procedure- 
oriented  activity. 

“Our  agenda  for  seeking  adequate  compensation 
should  have  as  its  first  priority  the  placing  of  cognitive 
care  at  a higher  level,  balanced  by  a reduction  in  the 
compensation  for  noncognitive  care,  to  keep  the  total 
cost  within  bounds.” 

Fulginiti  encourages  support  of  the  Child  Health 
Incentive  Reform  Plan,  which  demands  that  well-child 
care  be  included  in  employer-based  health  care  plans. 
The  American  Academy  of  Pediatrics  is  the  major 
advocate  of  this  program. 

The  Council  report  shows  that  the  number  of  pediatri- 
cians practicing  in  the  United  States  grew  by  89.3  percent 
from  1970  to  1985,  in  contrast  to  a 21  percentgrowth  rate 
in  the  population  of  children  younger  than  10  years  of 
age.  The  number  of  all  physicians  grew  by  only  65.5 
percent  during  this  period.  In  addition,  the  number  of 
women  entering  pediatrics  has  increased  faster  than  the 
number  of  women  entering  medicine  overall,  and 
graduates  of  foreign  medical  schools  also  make  up  a large 
and  growing  share  of  pediatricians. 
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BLOOD  PRESSURE  CONTROL  AND 
STROKE  RISK 


A study  in  JAMA  offers  30  years  of  evidence  that 
better  control  of  hypertension  can  lead  to  a marked 
decline  in  the  incidence  of  stroke,  although  improvement 
rates  differ  between  men  and  women.  W.  Michael 
Garra  way,  MD,  and  Jack  P.  Whisnant,  MD,of  the  Mayo 
Clinic,  Rochester,  Minn.,  studied  3,300  Rochester 


residents;  half  had  strokes  from  1950  through  1979,  the 
rest  were  controls.  The  prevalence  of  diastolic  blood 
pressures  of  105  mm  Hg  and  above  fell  26  percent  in  men 
and  70  percent  in  women  between  1950  to  1959  and  1970 
to  1979,  while  prevalence  of  pressures  of  95mm  Hg  and 
above  fell  5 percent  in  men  and  58  percent  in  women. 
Increased  hypertension  control  in  women  had  an  almost 
inverse  linear  relationship  with  decreasing  stroke 
incidence,  but  the  stroke  incidence  in  men  did  not  drop 
until  10  years  after  improved  blood  pressure  control 
began.  Differences  in  hypertension  management  could  be 
the  reason,  the  study  says. 
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PHENYLPROPANOLAMINE  POTENT  BLOOD 
PRESSURE  BOOSTER 


Low  doses  of  phenylpropanolamine,  a common 
ingredient  in  over-the-counter  cold  medicines,  can 
sharply  boost  blood  pressure  in  patients  with  low  blood 
pressure  caused  by  autonomic  nervous  system  impair- 
ment, a study  in  JAMA  reports.  But  while  this  has 
therapeutic  potential,  Italo  Biaggioni,  MD,  of  the 
Vanderbilt  Medical  Center,  Nashville,  Tenn.,  and 
colleagues  warn  it  may  cause  severe  high  blood  pressure  if 
used  improperly.  The  study  involved  14  patients  given 
phenylpropanolamine  orally  in  doses  commonly  found 
in  non-prescription  cold  medicines.  Mean  blood  pressure 
rose  sharply,  improving  functional  capacity.  But  since 
people  with  this  problem  often  are  hypertensive  while 
lying  down,  they  cannot  use  the  drug  at  those  times,  the 
study  warns.  “The  safety  of  treatment  with  phenylpro- 
panolamine-containing over-the-counter  medicines  in 
subjects  with  less  severe  impairment  of  autonomic 
function  (like  the  elderly)  needs  to  be  assessed  before  its 
use  can  be  recommended  for  such  individuals,”  it  notes. 
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AUTOPSIES  REVEAL  HIDDEN  DISEASE  RATES, 
STUDY  SHOWS 


The  epidemiologic  use  of  autopsy  (necropsy)  data  can 
provide  valuable  clues  to  occurrence  rates  for  specific 
diseases,  according  to  a report  in  JAMA. 

Potential  biases  in  the  populations  and  clinical  groups 
selected  for  autopsy  have  inhibited  epidemiolgic  study  of 
autopsy  results,  observe  Michael  J.  McFarlane,  MD,  of 
Yale  University  School  of  Medicine  in  New  Haven, 
Conn.,  and  colleagues.  Using  lung  cancer  as  an  example, 
the  researchers  adjusted  for  these  potential  biases  by 
standardizing  disease  rates  found  at  necropsy  and  by 
studying  rates  with  which  lung  cancer  was  found 
unexpectedly  in  necropsies  performed  for  other,  unrelated 
conditons. 

“The  basic  idea  is  to  regard  the  necropsy  as  a type  of 
screening  procedure  for  disease  that  was  previously 
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unsuspected,”  say  the  researchers.  Their  study  of 
necropsies  at  Yale-New  Haven  Hospital  from  1972  to 
1981  revealed  rates  for  lung  cancer  that  were  slightly 
higher  for  women  than  for  men,  and  were  substantially 
higher  for  both  genders  than  those  customarily  reported 
in  the  general  population. 

Necropsies  were  performed  on  2,996  patients  aged  20 
years  and  older;  1 10  of  these  had  been  diagnosed  or 
suspected  of  having  lung  cancer.  Among  the  remaining 
2,886  patients,  lung  cancer  was  found  at  necropsy  in  49. 
Twenty-three  of  these  patients  had  had  a wrong-cancer- 
site  diagnosis  during  life  and  in  26  patients  the  discovery 
of  cancer  was  a surprise.  The  unexpected  results  of  this 
new  technique  suggest  that  a large  undetected  “reservoir” 
of  lung  cancer  exists  in  the  general  population,  the 
researchers  conclude. 

In  a related  article,  Ron  M.  Battle,  of  the  University  of 
New  Mexico  School  of  Medicine,  Albuquerque,  and 
colleagues  used  data  from  2,067  autopsies  from  32 
university  and  community  hospitals  to  assess  the  discre- 
pancy rate  between  diagnoses  before  and  after  death. 
Discrepancy  rates  were  found  to  be  related  to  the  type 
and  size  of  hospital,  the  age  and  sex  of  the  patient,  and  the 
disease  responsible  for  the  patient’s  death.  The  study 
revealed  that  33.8  percent  of  autopsies  showed  major 
discrepancies,  of  which  more  than  one-third  were 
thought  to  have  had  an  adverse  impact  on  survival. 

The  discrepancy  rate  tended  to  increase  with  a patient’s 
age,  and  women  were  more  likely  than  men  to  die  with  a 
major  discrepancy.  University  hospitals  had  lower 
discrepancy  rates  overall  than  community  hospitals.  The 
study  found  that  the  relationship  between  the  autopsy 
rate  and  discrepancy  rate  was  uneven  at  best.  “Both  are 
needed,”  the  researchers  conclude.  “A  high  autopsy  rate 
is  required  to  ensure  the  representative  nature  of  the 
sample  (and)  discrepancy  data  are  needed  to  assess  the 
quality  of  the  premortem  care.” 

Also  included  in  this  week’s.//) A//Í  is  the  AMA  Council 
on  Scientific  Affairs  report  on  autopsy.  The  report, 
adopted  at  the  December  1986  Interim  Meeting  of  the 
AMA  House  of  Delegates,  stresses  the  need  for  autopsy 
as  a method  of  quality  assurance.  Proper  reimbursement, 
as  well  as  voluntary  and  government  regulation  is  needed 
to  assure  the  role  of  autopsy,  the  report  notes.  “With  the 
introduction  of  new  technology,  the  types  of  errors  in 
diagnosis  have  shifted  but  mistakes  continue,  particularly 
in  complex  cases  and  those  circumstances  allowing  less 
than  24  hours  for  diagnostic  regimens  before  the  patient 
dies.” 

“This  report  includes  eight  strong  recommendations 
that  focus  on  promoting  the  modern,  timely,  and  efficient 
use  of  the  autopsy  for  purposes  of  validation  of  cause  of 
death,  education,  research,  quality  assurance,  technology 
assessment,  and  risk  management,”  observes  .JAMA 
Editor  George  D.  Lundberg,  in  his  editorial.  Lundberg 
adds  that  despite  entreaties  from  the  highest  levels  of 
medical  leadership,  many  community  hospitals  fail  to 
maintain  “anything  approaching  a representative  autopsy 
rate.”  Noting  that  many  Chicago  hospitals  record  a rate 
below  5 percent,  some  as  low  as  1.2  percent,  Lundberg 
quotes  the  president  of  the  Joint  Commission  on  the 
Accreditation  of  Hospitals  in  1984  as  saying  that  a 


hospital  performing  no  autopsies  could  not  be  a good 
hospital.  “How  much  better  than  0 percent  is  1.2 
percent?”  asks  Lundberg. 
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STUDY:  ALCOHOL-RELATED 
DEATHS  UNDERREPORTED 


Death  certificate  data  “grossly  underestimate”  the  role 
alcohol  plays  in  mortality,  especially  in  the  area  of  injury, 
says  a study  of  young  U.S.  Army  veterans  in  JAMA. 

Alcohol-related  deaths  occurred  more  than  six  timesas 
often  as  reported  on  the  vets  death  cerfificates,  Daniel  A. 
Pollock,  MD,  of  the  Centers  for  Disease  Control  (CDC), 
Atlanta,  and  colleagues  conclude.  Omission  of  elevated 
blood  alcohol  levels  in  deaths  due  to  injury  accounts  for 
most  of  the  difference. 

The  CDC  researchers  obtained  death  certificates  and 
all  other  available  medical  and  legal  records  on  cause  of 
death  for  426  of  18,000  veterans  who  entered  the  Army 
between  1965  and  1971.  The  certificates  were  then 
recoded  by  a disease  classification  expert  while  a medical 
panel  — without  access  to  the  certificates — assessed  each 
death  on  the  basis  of  the  medical  and  legal  records  only. 

The  panel,  which  recorded  an  underlying  and  all 
contributory  causes  of  death,  reported  133  alcohol- 
related  deaths — more  than  six  times  the  21  determined  by 
the  original  death  certifiers,  the  study  finds.  Underreport- 
ing was  found  in  cases  of  deaths  due  to  natural  causes, 
auto  accidents,  suicides  and  homicides. 

The  authors  say  they  don’t  know  the  extent  to  which 
their  findings  apply  beyond  their  sample,  but  note  that 
the  magnitude  of  underreporting  is  comparable  to  that 
found  in  other  studies.  “This  suggests  that  the 
deficiencies  identified  in  our  death  certificate  data  exist 
for  the  general  population,”  they  say. 

“The  validity  of  official  vital  statistics  for  alcohol- 
related  deaths  would  be  enhanced  if  death  certifiers 
incorporated  all  available  ante-mortem  and  post-mortem 
diagnostic  information,”  the  study  concludes. 
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See  the  difference 
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patients,  you  can  see  the  dif- 
ference sooner— 62%  of  total 
four-week  improvement 
achieved  in  the  first  week  with 
Limbitrol  versus  44%  with  ami- 
triptylineJ 

In  moderate 
depression 
and  anxiety 

Limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /¡^ 

12.5  mg  amitriptyline  (as  the  hydrocnioride  salt) 

UmUtrorDS 
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25  mg  amitriptyline  (as  the  hydrochloride  salt) 


Please  see  summary  of  product  information  on  adjacent  page 


THE  FRANC'3  A.  COl.M  iVVAY 

LIBRARY  Or  MEDICINE 
BOSTON,  MA 

NOV  161987 


VOL.7'3/NUM.  10 


OCTUBRE  13S7 


Sirviendo  a ios  Socios  de  ia  Cruz  Azui 


• 3,018  médicos  • 665  iaboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitaies  privados  y púbiicos 


Un  emblema  I 
que  es  una  I 
garantía...  | 

En  todo  lugar  de  Puerto! 
Rico  encontrarás  este  I 
emblema.  11 

Farmacias,  hospitales,  || 
médicos,  laboratorios,  I 
y dentistas  lo  exhiben  I 
con  orgullo.  I 

Ellos  constituyen  la  I 
mejor  garantía  de  que  I 
recibirás  los  servicios  I 
que  adquiriste  en  I 
tu  contrato  con  la  |i 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude' 
inmediatamente  con  tu  J 
tarjeta  Cruz  Azul  a un  i 
proveedor  de  servicios  | 
que  exhiba  el  emblema  j 
“Bienvenidos,  Socios 
Cruz  Azul”. 

Además  de  economizar 
dinero  y tiempo,  ! 

encontrarás  en  ellos  ¡ 

una  mano  amiga  y un  . | 
servicio  esmerado. 

Para  tu  mejor  ! < 

conveniencia,  sigue  estej^j 
consejo  de  la  Cruz  Azul  ; 
a toda  su  matrícula.  ti 
LA  CRUZ  AZUL  * j 

DE  PUERTO  RICO  v j 

Gente  Sirviendo 
a su  Gente 
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Editor 


Este  número  del  Boletín  contiene  gran  variedad  de 
artículos  preparados  por  médicos  locales  que  infor- 
man de  sus  experiencias  clínicas  y otros  temas  de 
importancia  en  la  práctica  de  la  medicina.  Esto  cobra 
mayor  relevancia  cuando  son  estudios  y trabajos  origi- 
nales producidos  por  miembros  de  la  misma  institución 
hospitalaria.  En  este  caso  el  Centro  Médico  San  Pablo  en 
Bayamón  ha  sido  el  responsable  de  tan  valiosa 
aportación  académica. 

En  ocasiones  anteriores  invitaciones  similares  fueron 
hechas  por  la  Junta  Editora  a otras  instituciones  hospita- 
larias públicas  y privadas  del  país.  La  respuesta  fue  pobre 
y sólo  se  realizaron  las  del  Centro  Médico  Ramón 
Emeterio  Betances  de  Mayagüez,  el  Hospital  Pediátrico 
Universitario  y el  Departamento  de  Medicina  del 
Hospital  Universitario  de  la  Escuela  de  Medicina  de  la 
Universidad  de  Puerto  Rico.  Es  por  ello  que  vemos  con 
entusiasmo  y optimismo  la  actitud  del  Centro  Médico 
San  Pablo.  El  interés  demostrado  por  los  autores,  la 
seriedad  y profesionalismo  con  que  aceptaron  los 
cambios  sugeridos  por  los  árbitros,  así  como  la  prontitud 
y puntualidad  con  que  los  hicieron,  reflejan  cualidades 
muy  valiosas,  pero  tristemente  cada  día  más  escasas  en 
nuestra  profesión.  Si  estos  autores  representan  la  insti- 
tución y son  ejemplo  de  los  facultativos  que  allí  laboran  a 
diario,  entonces  podremos  ver  con  gran  satisfacción  y 
optimismo  el  desarrollo  en  nuestro  país  de  un  Centro 
Médico  de  excelencia  académica  y de  servicios,  algo  tan 
necesario  para  el  pueblo  puertorriqueño  en  esta  última 
década  del  siglo  XX. 


Rafael  Villavicencio,  MD,  FACC 

Presidente  Junta  Editora 

Boletín  Asociación  Médica  de  Puerto  Rico 


AFSaClAi-.R'TN  MEDICA  Db  PLCRTO  RITCD 

boletín 


VOL  7a,  NU(V1  10  OCTUBRE  IBOT 


NUESTRA  PORTADA 

Concepción  arquitectónica  del  futuro  Centro  Médico  San  Pablo 

El  Hospital  San  Pablo,  la  institución  principal  del  Centro  Médico  San 
Pablo  cumple  durante  el  mes  de  octubre  su  Undécimo  Aniversario.  El 
hospital  tiene  una  cabida  para  330  pacientes  y al  presente  cuenta  con 
una  facultad  de  440  médicos  quienes  representan  todas  las  especiali- 
dades de  la  medicina  moderna.  Forman  parte  de  el  centro:  El  Instituto 
Médico,  La  Torre  de  Oficinas,  el  Edificio  Central,  el  Aparcamiento  y en 
futuro  el  Centro  de  Rehabilitación  e Instituto  de  Cardiología. 

Este  Centro  Médico  privado  está  localizado  en  Bayamón,  Puerto 
Rico,  y presta  servicios  principalmente  a esta  región  de  la  isla,  con  una 
población  que  sobrepasa  el  millón  de  habitantes. 


401 


La  publicación  del  Boletín  de  octubre  de  la  Asociación  Médica  de  Puerto  Rico,  dedicada  al 
Hospital  San  Pablo,  representa  un  esfuerzo  más  de  la  facultad  de  nuestra  Institución  en 
compartir  algunas  de  sus  experiencias  con  la  comunidad  médica  de  Puerto  Rico  y el  exterior. 

Queremos  hacer  constar  que  es  significativo  para  nosotros  el  hecho  de  que  al  empezar  nuestra 
segunda  década  como  institución,  la  celebremos  con  la  publicación  de  un  número  del  Boletín  de  la 
Asociación  Médica  de  Puerto  Rico,  que  consiste  en  artículos  sobre  experiencias  clínicas,  revisión 
de  temas,  y otros  trabajos.  Los  mismos  representan  parte  de  nuestro  esfuerzo  para  desarrollar  la 
Institución  en  una  que  se  distinga  desde  el  punto  de  vista  académico,  además  de  dar  servicio  de 
excelencia  al  paciente. 

Ha  sido  para  mí  un  gran  placer  y honor  el  participar  en  publicar  este  número  como  editor 
invitado,  ya  que  significa  para  nosotros  una  nueva  vida  de  la  facultad  del  Hospital  al  empezar  a 
desarrollar  actividades  académicas  y de  divulgación  científica,  trayéndole  a ustedes  algunas  de  las 
experiencias  vividas  en  nuestra  Institución. 

Es  el  sentir  de  la  Junta  de  Directores  del  Hospital,  y de  su  Presidente,  que  se  continue  desarro- 
llando este  tipo  de  actividad  académica  para  continuar  aportando  a la  comunidad  médica 
puertorriqueña  con  nuestros  esfuerzos,  nuestras  experiencias,  y nuestros  conocimientos. 

Esperamos  que  la  actividad  de  los  facultativos  de  la  Institución  San  Pablo,  al  producir  un 
número  de  artículos  para  la  publicación  del  Boletín,  sea  un  estímulo  para  otros  facultativos  de 
nuestra  Institución  así  como  otras  instituciones  del  país  para  así  poder  continuar  desarrollando 
este  tipo  de  actividad  tan  importante  para  el  mejoramiento  de  nuestra  profesión. 

Agradecemos  a la  dirección  del  Boletín  y a su  editor,  el  doctor  Rafael  Villavicencio,  la  gentil 
invitación  que  se  nos  hizo  para  participaren  la  publicación  del  número  de  octubre  del  Boletín  de  la 
Asociación  Médica  de  Puerto  Rico. 


Pedro  M.  Mayol,  MD,  FAAP 
Sub-Director  Médico 
Miembro  Junta  Directores 
Centro  Médico  San  Pablo 
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ESTUDIOS  CLINICOS 


The  Changing  Anatomic  Distribution  of 
Coiorectai  Cancer  at  San  Pabio 
Medicai  Center 

Wilmer  Rodriguez,  MD 
Delfín  Bernal,  MSIV 
Michael  Otero,  MSIV 
Carlos  Latimer,  MD 


Abstract:  In  recent  years,  several  investigators  have 

reported  a proximal  migration  of  colorectal  cancer.  To 
determine  the  experience  at  San  Pablo  Medical  Center  in 
Bayamón,  163  cases  of  large  bowel  cancer  that  presented 
between  1980  and  1986  were  analyzed.  The  colon  was 
arbitrarily  divided  into  5 anatomic  regions  and  the  distri- 
bution of  cancer  in  each  region  for  each  period  was 
calculated.  An  increase  in  right-sided  lesions  ( 50%) 

ocurred  in  the  last  4 years.  Duke  C staging  accounted  for 
most  of  the  cases. 

These  findings  imply  that  methods  for  detection  and 
screening  of  large  bowel  carcinomas  should  be  directed  at 
the  entire  colon. 

The  incidence  of  colorectal  cancer  in  the  United  States 
has  risen  to  more  than  120,000  new  cases  per  year. 
This  high  incidence  places  it  among  the  top  three  cancers 
in  the  United  States,  the  others  being  breast  and  lung. 
Colorectal  cancer  constitutes  15%  of  all  newly  diagnosed 
cancers  in  women  and  14%  in  men.'’^ 

Traditional  teaching  has  emphasized  that  two-thirds  of 
all  colorectal  cancers  are  within  reach  of  the  25cm  sigmoi- 
doscope and  that  50%  of  them  can  be  felt  with  a digital 
examination.  However  in  recent  years  there  have  been 
several  accounts  reporting  a shift  in  the  distribution  of 
colorectal  carcinoma.  A proximal  migration  with  an 
increase  in  right-sided  colonic  lesions  and  a concomitant 
decrease  in  rectal  lesions  appear  to  be  true.^'^ 

Sensing  the  important  practical  implications  of  what 
appears  to  be  a significant  change  in  trend  in  the  site  of 
distribution  of  colorectal  cancer  and  in  order  to 
determine  the  experience  at  San  Pablo  Medical  Center 
the  present  study  was  undertaken. 

Materials  and  Method 

Between  the  years  1980  and  1986  consecutive  cases  that 
presented  to  San  Pablo  Medical  Center  were  reviewed. 
Information  was  obtained  through  medical  records  that 


Department  of  Medicine,  San  Pablo  Medical  Center  and  Universidad 
Central  del  Caribe  School  of  Medicine 


were  screened  for  diagnosis  of  colorectal  cancer.  A total 
of  163  patients  were  identified.  For  each  case  the 
diagnosis  of  primary  carcinoma  and  the  site  of  the  lesion 
were  actively  searched  for  in  the  pathology  department 
and  through  surgical,  radiological  and  endoscopic 
reports.  The  stage  of  the  carcinoma  according  to  Duke’s 
classification  was  also  included.'®  Cases  in  which  a 
definite  assesment  of  colon  site  could  not  be  determined 
were  excluded  from  the  present  study. 

For  descriptive  purposes  and  also  to  allow  for 
comparison  with  other  studies,  the  large  bowel  was 
divided  into  5 regions:  1-  right  colon  (including  caecum, 
ascending  colon  and  hepatic  flexure),  2-  transverse 
colon,  3-  left  colon  (including  splenic  flexure  and 
descending  colon),  4-  sigmoid  colon,  5-  rectum. 

Results 

The  incidence  of  carcinoma  for  the  seven  year  period  in 
each  of  the  five  regions  is  shown  in  figures  1-7.  From  1980 
to  1982  the  trend  in  the  distribution  followed  the  tradi- 
tional experience  with  close  to  two-thirds  of  the  cases  in 
the  left  side  of  the  colon.  From  1983  to  1987  a shift 
towards  more  righ-sided  lesions  (close  to  50%)  is  evident. 
Also  noted,  was  a decrease  in  the  occurence  of  left-sided 
lesions. 

Duke’s  staging  according  to  respective  years  is  shown 
in  Table  1.  Duke’s  C lesions  accounted  for  most  of  the 
cases  in  each  year.  There  was  a slight  trend  towards  more 
Duke’s  C lesions  as  the  distribution  of  colorectal  cancers 
shifted  to  the  right  side. 


Table  I 


Duke’s  Stage  for  Each  Year 


1980 

1981 

1982 

1983 

1984 

1985 

1986 

Duke’s  A 

9% 

9% 

6% 

8% 

6% 

9% 

8% 

Duke’s  B 

43% 

32% 

31% 

42% 

24% 

23% 

42% 

Duke’s  C 

48% 

59% 

63% 

52% 

70% 

68% 

50% 

N=23 
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Figure  1.  Distribution  of  Colorectal  Cancer 
1980  (N-21) 


Figure  4.  Distribution  of  Colorectal  Cancer 
1983  (N-29) 


Figure  2.  Distribution  of  Colorectal  Cancer 
1981  (N-22) 


Figure  S.  Distribution  of  Colorectal  Cancer 
1984  (N-30) 


Figure  3.  Distribution  of  Colorectal  Cancer 
1982  (N-22) 


Figure  6.  Distribution  of  Colorectal  Cancer 
1985  (N-35) 
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Figure  7.  Distribution  of  Colorectal  Cancer 
1986  (N-34) 


Discussion 

The  findings  of  this  study  support  other  retrospective 
analyses  that  describe  a steady  increase  in  right-sided 
colonic  cancer  with  a reduction  in  the  overall  incidence  of 
rectal  and  sigmoid  carcinomas.^’  ^ 

This  noticeable  change  in  the  pattern  of  distribution 
raises  important  points.  First,  a possible  explanation  for 
the  decreased  incidence  of  rectal  and  sigmoid  carcinoma 
could  be  the  increasing  use  of  the  60  cm  flexible  sigmo- 
idoscope with  more  effective  detection  and  removal  of 
adenomatous  polyps  which  are  potential  precursors  of 
carcinoma.  Data  by  Greene  et  al  have  shown  that  the 
distribution  of  benign  polyp  disease  is  reflecting  a similar 
left  to  right  shift.^ 

We  could  also  argue  that  recent  and  more  sophisticated 
methods  have  now  uncovered  the  true  distribution  of 
colorectal  neoplasms.  There  is  no  doubt  that  introduc- 
tion of  colonoscopy  and  air  contrast  barium  studies  has 
helped  to  detect  and  evaluate  more  right  sided  colonic 
lesions  preoperatively." 

Some  authors  have  suggested  that  environmental 
factors,  specifically  carcinogens,  may  be  changing  the 
occurrence.  Studies  using  azoxymethane  in  the  rat  colon 
model  support  model  support  this.’^  Dietary  causes  and 
carcinogenic  levels  of  nitrosamines  could  be  implicated 
for  a proximal  shift  of  colorectal  cancer  but  the  data  is 
conflicting. 

As  the  etiology  of  large  bowel  cancer  remains  a 
mystery,  so  too  remain  the  causes  of  the  changing  distri- 
bution of  colorectal  neoplasms. 


Resumen:  Reportes  recientes  han  indicado  una  migra- 

ción proximal  en  la  localización  de  Cáncer  de  intestino 
grueso.  Un  análisis  de  163  casos  en  el  Centro  Médico  San 
Pablo  durante  el  período  de  1980-86  reveló  un  aumento  en 
las  lesiones  del  lado  derecho.  En  la  mayoría  de  los  casos  la 
patología  demostró  invasión  de  la  pared  intestinal 
(Duke’s  C). 

Estos  hallazgos  deben  ser  dirigidos  hacia  el  cernimiento 
del  intestino  grueso  en  su  totalidad  y no  hacia  el  lado 
izquierdo  como  tradicionalmente  se  realizaba. 
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detalles,  vea  su  Dealer  Autorizado. 


Chrysler  Plymouth  de  Puerto  Rico 

SAN  JUAN  Avenida  Muñoz  Rivera  751  (Esq.  Jesús  T.  Piñero)  Río  Piedras  Tel.  764-5070  • Ponce 
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Mendez  Vigo  No.  201  Oeste  .Mayagüez  Tel.  833-.31 10 
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Summary;  A survey  was  made  of  pediatric  discharge 
diagnoses  at  San  Pablo  Hospital  between  January  1986  and 
May  1987.  Most  common  diagnoses  involved  the  respira- 
tory and  gastrointestinal  systems,  but  there  was  a wide 
range  of  diagnoses  of  varying  complexity  and  involving  all 
systems,  thereby  suggesting  the  feasibility  of  providing 
highly  specialized  care  in  this  type  of  institution  and  of 
utilizing  this  facility  for  pediatric  training.  Surveys  such  as 
this  should  prove  useful  in  establishing  priorities  for 
pediatric  care  as  well  as  planning  training  and  research 
programs. 

During  the  last  10  years  there  has  been  a change  in  the 
delivery  of  pediatric  health  care  in  the  private  sector 
in  Puerto  Rico.  Various  modalities  of  care  have  been 
established  or  strengthened  such  as  ambulatory  care, 
one -day  surgery,  group  practice,  hospitals  offering  new 
specialized  services,  increased  numbers  of  insured 
patients,  involvement  of  community  hospitals  in  medical 
education  and  others.  As  a result  of  these  new  modalities, 
the  need  has  arisen  for  identifying  and  evaluating  the 
prevalence  of  the  most  common  discharge  diagnoses  of 
the  pediatric  patients  admitted  to  a general  hospital  such 
as  San  Pablo. 

Our  general  impression  was  that  due  to  the  diversity  of 
pediatric  subspecialists  in  the  Bayamón  Region,  the 
pediatrician  who  would  admit  a patient  to  a hospital  such 
as  ours  expected  the  advantage  of  having  the  support  of 
subspecialists  in  different  areas  of  pediatrics  and  that,  in 
addition  to  the  type  of  patient  admitted  to  the  usual 
community  hospital  there  would  be  a wider  variety  of 
diagnoses. 

Methods 

All  discharge  diagnoses  of  the  children  hospitalized  in 
the  pediatric  service  of  San  Pablo  Hospital  between 
January  1986  and  May  1987  were  reviewed.  During  this 
period,  2557  discharge  diagnoses  were  accounted  for 
including  all  primary  and  secondary  diagnoses.  The 
diagnoses  of  the  patients  discharged  from  the  nursery  and 
intensive  care  unit  were  not  included.  The  records’ 
administrator  or  her  delegates  reviewed  all  the  charts, 
thus  assuring  that  all  the  diagnoses  were  accounted  for. 


From  the  Department  of  Pediatrics.  San  Pablo  Medical  Center  and  the 
Department  of  Pediatrics,  University  of  Puerto  Rico,  School  of  Medicine 
San  Juan,  Puerto  Rico 


As  a further  check  on  the  range  of  diagnoses,  the 
diagnoses  made  by  the  Grupo  Pediátrico  de  Bayamón  for 
their  outpatients,  in  the  same  service,  during  the  first  5 
months  of  1987,  were  included  in  the  list. 


Results 

As  shown  in  Table  1,  the  most  common  diagnoses 
pertained  to  the  respiratory  system  (bronchial  asthma 
and  bronchopneumonia),  the  gastrointestinal  system 
(acute  gastroenteritis)  and  infections.  The  range  of 
diagnoses  is  listed  in  Table  II.  There  were  over  130 
diagnoses  covering  all  systems  of  the  body,  accidents, 
surgical  problems  and  infectious  diseases. 


Table  I 


Most  common  diagnoses  of  2577  discharges  between 
January  1986  and  May  1987  at  San  Pablo  Hospital 


Respiratory 

Bronchial  asthma 

735 

Bronchopneumonia 

228 

Bronchiolitis 

59 

Laryngotracheobronchitis 

23 

Sinusitis 

18 

1053 

Gastrointestinal 

Gastroenteritis 

509 

Gastritis 

30 

Gastroesophageal  reflux 

23 

Abdominal  pain 

20 

Esophagitis 

13 

Pyloric  stenosis 

6 

604 

Infectious 

Viral  syndrome 

95 

Cellulitis 

30 

Clinical  sepsis 

23 

Gingivo-stomatitis 

19 

Meningitis 

16 

Mononucleosis 

7 

160 

Others 

760 
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Table  II 


Hospitalization  Diagnosis  San  Pablo  Hospital  and  Outpatient  Diagnosis  Group  Pediátrico  de  Bayamón 

January  - May  1987 


Abscess 

Contusion 

Hypoglycemia 

Pyoderma 

Abdominal  pain 

Costochondritis 

Hypothyroidism 

Respiratory  distress 

Acne 

Croup 

Impetigo 

Rhinitis 

Acute  sinusitis 

Cryptorchidism 

Infectioius  mononucleosis 

Rhinopharyngitis 

Adenoiditis 

Dacryostenosis 

Inguinal  hernia 

Rhinorrea 

Allergic  problems 

Dehydration,  moderate 

Jaundice 

Roseola 

Allergy,  unspecified 

Dengue 

Knee  effucion 

Rubeola 

Amenorrhea 

Dermatitis  eczema 

Knee  pain 

Scabies 

Anemia 

Diabetes 

Laceration 

Scoliosis 

Anorexia 

Down  syndrome 

Lactose  intolerance 

Seborrhea 

Anxiety 

Dysmenorrhea 

Laryngotracheobronchitis 

Seizure  disorder 

Arthralgia 

Encopresis 

Lymphadenitis 

Sepsis 

Atelectasis 

Enuresis 

Measles 

Sinusitis 

Back  Pain 

Epistaxis 

Meningitis 

Sprain,  toe 

Balanitis 

Erythema  multiforme 

Metatarsus  adductus 

Stomatitis 

Bronchial  asthma 

Esophagitis 

Milk  intolerance 

Strabismus 

Breast  mass 

Esophagus  ulcer 

Moniliasis 

Tachycardia 

Bronchiolitis 

Fainting 

Muscle  spasm 

Tibial  Torsion 

Bronchitis 

Fever 

Nail  Contusion  (hematoma)Tinea  pedis 

Bronchopneumonia 

Flat  foot 

Neutropenia 

Tonsillitis 

Bronchorrea 

Formula  intolerance 

Onychomycosis 

Tracheobronchitis 

Bronchospasm 

Gastroesophageal  reflux 

Orthostatic  hypotension 

Nasotracheitis 

Bruise  head 

Gastritis 

Otitis  externa 

Upper  respiratory  infection 

Burn 

Gastroenteritis 

Otitis  media 

Urinary  tract  infection 

Candidiasis 

Giardiasis 

Parasitosis 

Umbilical  granuloma 

Carotenemia 

Gingivostomatitis 

Peptic  ulcer 

Umbilical  hernia 

Cellulitis 

Gynecomastia 

Pharyngitis 

Urticaria 

Cerebral  concussion 

Head  trauma 

Phimosis 

Vaginitis 

Cervical  strain 

Headache 

Pilonidal  cyst 

Varicella 

Chest  Pain 

Congenital  heart  disease 

Pityriasis  rosea 

Vasculitis 

Chronic  cough 

Hemangioma 

Pneumonia 

Viral  exanthem 

Colic 

Hematemesis 

Precocious  Puberty 

Viral  illness 

Colitis 

Hematuria 

Protein  intolerance 

Viral  syndrome 

Conjunctivitis 

Hernia 

Proteinuria 

Vi  remia 

Constipation 

Herpangina 

Pustulosis 

Vulvitis 

Contact  dermatitis 

Hydrocephalus 

Pyloric  stenosis 

Warts 

Comments 

The  results  of  this  type  of  study  may  assist  in  planning 
pediatric  undergraduate,  graduate  and  post  graduate 
training,  as  well  as  in  the  allocation  of  resources  needed 
for  pediatric  care  and  research.  The  high  morbidity  from 
respiratory  conditions  is  in  agreement  with  the  profile  of 
pediatric  practice  in  the  United  States  as  reported  by 
Hoekelman  et  al.  In  that  study  most  visits  to  the  pedia- 
trician (84%)  were  made  for  infant  and  child  health 
supervision  or  diseases  of  the  respiratory  tract.  The  latter 
represented  nearly  50%  of  all  diagnoses.' 

In  the  future  this  type  of  morbidity  may  change. 
Transplants,  immunotherpay  and  more  precise  pharmaco- 
therapeutics  are  expected  to  make  an  impact  upon 
morbidity  and  mortality.^  Technology  will  become  more 
sophisticated  and  expensive;  at  the  same  time  cost 
containment  will  present  an  increasing  challenge. 

The  diversity  and  abundance  of  diagnoses  establish  the 
feasibility  of  utilizing  hospitals  such  as  ours  for  under- 
graduate and  graduate  training  in  pediatrics.  However,  it 
must  be  recognized  that  the  outpatient  experience  must 
play  a larger  role  in  such  training. 

The  results  presented  reveal  a dearth  of  behavioral  and 
psychosocial  diagnoses.  These  are  rarely  given  as  a cause 


for  admission  to  a general  hospital  and  may  lurk  behind 
manifestations  of  apparent  organic  disease.  For  example: 
anorexia,  abdominal  pain  and  chest  pain. 

Taking  into  consideration  that  general  pediatrics  is  an 
office  based  specialty  that  provides  primary  care,  it  is  our 
belief  that  there  is  a need  for  strengthening  the  knowledge 
of  pediatrics  in  the  areas  of  anticipatory  guidance, 
preventive  medicine  and  psychosocial  care.  Valcarcel  et 
aP  in  a study  done  at  a primary  care  facility,  encountered 
a significant  number  of  patients  who  needed  psychosocial 
care.  The  American  Academy  of  Pediatrics  in  one  of  its 
publications.  The  Future  of  Pediatrics  Education, 
recommended  changes  in  the  curriculum  to  include 
biopsychosocial  issues.”* 

Haggerty  found  that  54%  of  pediatric  graduates  felt 
insufficiently  prepared  for  the  behavioral  pediatric  issues 
encountered  in  their  practices.^  In  Puerto  Rico,  71%  of 
pediatricians  in  practice  felt  that  had  had  insufficient 
training  in  solving  psychosocial  behavioral  problems.® 
An  informal  survey  done  by  one  of  us  revealed  that  there 
is  a need  among  general  pediatricians  to  expand  their 
knowledge  in  the  area  of  anticipatory  guidance  and  bio- 
psychosocial issues.^ 
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Periodic  surveys  of  this  type  in  San  Pablo  Hospital, 
other  community  hospitals,  public  hospitals,  private  and 
public  ambulatory  care  services  should  be  useful  in 
establishing  priorities  regarding  service,  training  and 
research  endeavours.  The  importance  of  adapting 
training  program  goals  to  the  special  health  problems  of 
the  country  or  region  has  been  stressed  by  American 
Academy  of  Pediatrics.* 


Resumen:  Se  hizo  una  encuesta  de  los  diagnósticos  de 

los  enfermos  encamados  en  el  servicio  de  pediatría  del 
Hospital  San  Pablo  entre  enero  de  1986  y mayo  de  1987. 
Los  diagnósticos  más  comunes  involucraron  los  sistemas 
respiratorio  y digestivo,  pero  hubo  un  amplio  espectro  de 
diagnósticos  abarcador  de  todos  los  sistemas.  Este  hallazgo 
señala  la  viabilidad  de  ofrecer  atención  altamente  especia- 
lizada en  este  tipo  de  institución  a la  vez  que  utilizar  la 
misma  para  los  programas  de  adiestramiento  pediátrico. 
Encuestas  como  ésta  serán  útiles  para  establecer  las 
prioridades  de  servicios  pediátricos  de  salud  y planear  los 
programas  de  adiestramiento  e investigación. 
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The  American  physician  isn't  extinct.  But  your  freedom  to 
practice  is  endangered.  Increasing  government  interven- 
tion is  threatening  the  quality  of  medicine  - and  your  right  to 
function  as  an  independent  professional. The  government, 
responding  to  myriad  cost-containment  pressures,  has  taken 
a greater  role  in  legislating  reimbursement  methods,  payment 
levels  and  even  access  to  care. 

You  can  fight  back.  The  American  Medical  Association  is 
your  best  weapon.  No  other  organization  can  so  effectively 
reach  the  national  policymakers  who  will  help  determine 
your  future  and  the  future  of  medicine. 

Join  the  AMA.  Were  fighting  for  you  - and  your  patients. 


For  more  information,  call  the  AMA  collect 
(312)  645-4783,  or  return  this  coupon  to  your  state  or 
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535  North  Dearborn,  Chicago,  Illinois  60610 
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Before  prescrlbíoQ,  see  complete  prescribing  information  in  SK&F  CO. 
literature  or  PD/?.  The  following  is  a brief  summary. 


♦ 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  imlividual. 
If  this  combination  represents  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia,  Pre-enisting  elevated  serum 
potassium.  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 


Warnings:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  nypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  Is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill,  with  urine 
volume  less  than  one  liter/day,  the  elderly  and  diabetics  with  suspected 
or  confirmed  renal  insufficiency.  Periodically,  serum  K+  levels  should  be 
determined.  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
intake.  Associated  widened  ORS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  In  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults.  Thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing.  Adequate  infermation  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics. 


Precautions:  The  bioavailabiiity  of  the  hydrochlorothiazide  component  of 
'Dyazide'  is  about  50%  of  the  bioavailabiiity  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  Increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailabiiity  could  lead  to  increased  serum  potassium  levels.  However, 
extensive  clinical  experience  with  'Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting  enzyme  (ACE)  inhibitors  can  elevate  serum  potassium:  use 
with  caution  with  'Dyazide'.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  receiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  [ACTH]).  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease.  Observe  regularly  for  possible  blood  dyscrasias,  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reported 
with  thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide;  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  arterial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxante  such 
as  tubocurarine.  Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients,  use  cautiously  in 
surgical  patients.  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components.  Therefore,  'Dyazide' 
should  be  used  with  caution  in  patients  with  histories  of  stone  formation. 
A few  occurrences  of  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin.  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
'Dyazide'.  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
; or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
I be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia) 

; decreasing  alxali  resenre  with  possible  metabolic  acidosis.  'Dyazide 
interferes  with  fluorescent  measurement  of  quinidine.  Hypokalemia  is 
uncommon  with  'Dyazide',  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined.  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
of  severe  hyponatremia.  Serum  FBI  levels  may  decrease  without  signs 
of  thyroid  disturbance.  Calcium  excretion  is  decreased  by  thiazides. 
'Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive drugs.  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions:  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances,  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  or  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components.  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported.  Impotence  has  been  reported  in  a few  patients  on  Dyazide', 
although  a causal  relationship  has  not  been  established. 

Supplied:  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
100D  capsules;  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pax™  unit-of-use  bottles  of  100. 
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and  PREM  ARIN' 


Proven  benefits  beyond  relief 
of  vasomotor  symptoms 


No  other  estrogen  proven 
effective  for  osteoporosis 

Only  conjugated  estrogens  tablets  have 
established  efficacy  in  both  osteoporosis'  and 
vasomotor  symptoms*  at  0.625  mg/day.  No 
other  estrogen,  oral  or  transdermal,  has  estab- 
lished clinical  evidence  or  minimum  effective 
dose  in  both  indications. 

No  estrogen  proven  safer 

PREMARIN  is  the  most  extensively  tested 
estrogen,  with  an  unsurpassed  record  of 
long-  term  safety. 

And  clinical  evidence  shows  a significantly 
reduced  risk  of  endometrial  hyperplasia  when 
cycled  with  a progestin.'^ 


PREMARIN' 

(conjugated  estrogens  tablets) 

Most  trusted  for  more  reasons 


’PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms. 


Please  see  following  page  for  brief  summary 
of  prescribing  information. 


For  moderate-to-severe 
vasomotor  syrnptoms  and 
for  osteoporosis 

PREMARIN* 

(conjugated  estrogens  tablets) 

0.3  mg 

The  appearance  of  these  tablets  is  a trademark  of  Ayerst  Laboratories. 
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0.625  mg/g 


~'S 


! M 

Premarin 

1 VAGINAL  CBEW4 

-•naiiguiftxot"*' 

Lf 

f f - 

-Mi 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS) 

PREMARIN^  Brand  ol  conjugated  estrogens  tablets,  USP 

PREMARIN^  Brand  of  conjugated  estrogens  Vaginal  Cream,  In  a nonliquefying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 
Three  independent,  case-controlled  studies  have  reported  an  increased  risk  ol  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  (or  more  than  one  year  This  risk  was  independent 
of  the  other  known  risk  tactors  tor  endometrial  cancer  These  studies  are  turlher  supported  by  the  linding 
that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  different  areas  ot  the 
United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  to  Ihe 
rapidly  expanding  use  ol  estrogens  during  Ihe  last  decade  The  three  case-controlled  studies  reported  that 
the  risk  ot  endometrial  cancer  in  estrogen  users  was  about  4 5 to  13  9 times  greater  than  in  nonusers  The 
risk  appears  to  depend  on  both  duration  ot  treatment  and  on  estrogen  dose  In  view  ot  these  findings,  when 
estrogens  are  used  tor  Ihe  treatment  ot  menopausal  symptoms.  Ihe  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  Irealmeni 
IS  medically  indicated,  Ihe  patient  should  be  reassessed  on  at  least  a semi-annual  basis  lo  determine  Ihe 
need  lor  continued  therapy  Although  the  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  administration  ol  low  doses  ot  estrogen  may  carry  less  risk  than  continuous  administration,  il 
Iherelore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  ol  all  women  taking 
estrogens  is  important  In  all  cases  ol  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  lo  rule  out  malignancy  There  is  no  evidence  at  present 
that  "natural"  estrogens  are  more  or  less  hazardous  than  "synthelic"  estrogens  at  equi-estrogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ol  temale  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  the  oltspnng  II  has  been  shown  that  females  exposed  in  ulero  to  diethylstilbestrol,  a nonsteroidal 
estrogen,  have  an  increased  risk  ot  developing,  in  later  life,  a lorm  ol  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  estimated  as  not  greater  than  4 per  1,000  exposures 
Furthermore,  a high  percentage  ol  such  exposed  women  (Irom  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epithelial  changes  of  Ihe  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  it  is  not  known  whether  they  are  precursors  ol  malignancy  Although  similar  dala  are  not  available 
with  Ihe  use  ol  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  inlraulerine  exposure  lo  temale  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  delects  and  limb-reduction  delects  One  case-controlled  study 
estimated  a 4 7-lold  increased  risk  ol  limb-reduction  delects  in  infants  exposed  in  útero  lo  sex  hormones 
(oral  contraceptives,  hormone  withdrawal  tests  lor  pregnancy,  or  atlempled  treatment  lor  threalened 
aborlion).  Some  ot  these  exposures  were  very  short  and  involved  only  a tew  days  ol  treatment  The  data 
suggest  that  the  risk  ol  limb-reduction  delects  in  exposed  leluses  is  somewhat  less  than  1 per  1.000  In  the 
past,  temale  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  lo  treat  threalened  or  habitual 
abortion  There  is  considerable  evidence  that  estrogens  are  inetlective  tor  these  indications,  and  Iheie  is  no 
evidence  from  well-controlled  studies  that  progestogens  are  etteclive  tor  these  uses  It  PREMARIN  is  used 
during  pregnancy,  or  it  Ihe  patient  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ol  Ihe 
potential  risks  lo  Ihe  fetus,  and  Ihe  advisability  ol  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (con|ugaled  estrogens,  USP)  contains  a mixture  ol  estrogens,  obtained  exclusively 
from  natural  sources,  blended  lo  lepresenl  Ihe  average  composition  ol  material  derived  from  pregnant  mares" 
urine  It  contains  estrone,  equilin,  and  17a-dihydroequilin,  together  with  smaller  amounts  ol  17a-eslradiol. 
equilenin,  and  17a-dihydfoequilenin  as  salts  ol  their  sulfate  esters  Tablets  are  available  inO  3 mg,  0 625  mg,  0 9 
mg,  1 25  mg,  and  2 5 mg  strengths  ot  coniugaled  estrogens.  Cream  is  available  as  0 625  mg  coniugaled 
estrogens  per  gram 

INDICATIONS  AND  USAGE:  PREMARIN  (coniugaled  estrogens  tablets,  USP)  Moderale-lo-severe  vasomotor 
symptoms  associated  with  Ihe  menopause  (There  is  no  evidence  that  estrogens  are  etteclive  lor  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  not  be  used  to  treat  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass)  Atrophic  vaginitis.  Kraurosis  vulvae  Female  castration 

PREMARIN  (coniugaled  estrogens)  Vaginal  Cream  is  indicaled  in  Ihe  treatment  ot  atrophic  vaginitis  and 
kraurosis  vulvae 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  etiective  dose  appropriate  tor  the  specific  indication  should  be 
ulilized  Studies  ol  the  addition  ot  a progestin  lor  7 or  more  days  ol  a cycle  ol  estrogen  administration  have 
reported  a lowered  incidence  ol  endometrial  hyperplasia  Morphological  and  biochemical  studies  ot  the 
endometrium  suggest  that  10  to  13  days  ol  progestin  are  needed  lo  provide  maximal  maturation  ot  Ihe 
endometrium  and  to  eliminate  any  hyperplastic  changes  Whether  this  will  provide  protection  Irom  endometrial 
carcinoma  has  nol  been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  the 
inclusion  ot  progestin  in  estrogen  replacement  regimens  (See  PRECAUTIONS ) The  choice  ol  progestin  and 
dosage  may  be  iniporlanl,  product  labeling  should  be  reviewed  to  minimize  possible  adverse  etiecis 
CONTRAINDICATTONS:  Estrogens  should  nol  be  used  in  women  (or  men)  with  any  of  the  following  conditions 
1 Known  or  suspected  cancer  ol  Ihe  breast  except  in  appropriately  selected  patients  being  treated  lor  melaslalic 
disease.  2 Known  or  suspected  esirogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (see  Boxed 
Warning),  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A past  history  ot  Ihrombophlebilis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  treatment  ot  breast  or  prostatic  malignancy) 

WARNINGS:  Estrogens  have  been  reported  to  increase  Ihe  risk  ol  endometrial  carcinoma  (see  Boxed  Warning) 
However,  a recent  large,  case-controlled  study  indicated  no  increase  in  risk  ot  breast  cancer  in  postmenopausal 
women  A recent  study  has  reported  a 2-  to  3-lold  increase  in  the  risk  ol  surgically  confirmed  gallbladder  disease 
in  women  receiving  postmenopausal  estrogens 

Adverse  eltecis  ol  oral  contraceptives  may  be  expected  at  Ihe  larger  doses  ol  estrogen  used  to  treat  prostatic  or 
breast  cancer  or  postpartum  breast  engorgemenl.  it  has  been  shown  that  there  is  an  increased  risk  ol  thrombosis 
in  men  receiving  estrogens  tor  prostatic  cancer  and  women  lor  postpartum  breast  engorgement  Users  ot  oral 
contraceplives  have  an  increased  risk  ol  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  intarclion  Cases  ot  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reported 
in  oral  contraceptive  users  An  increased  risk  ol  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  ot  oral  contraceptives  II  feasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  ol  Ihe  type  associated  with  an  increased  risk  ol  Ihromboembolism,  or  during  periods  ol  prolonged 
immobilization  Estrogens  should  nol  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic 
disorders,  or  in  persons  with  a history  ol  such  disorders  in  association  with  estrogen  use  They  should  be  used 
with  caution  in  patients  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  coniugaled 
estrogens  per  day),  comparable  to  those  used  lo  treat  cancer  ol  the  prostate  and  breast,  have  been  shown  lo 
increase  the  risk  ol  nontalal  myocardial  intarclion,  pulmonary  embolism,  and  thrombophlebitis  When  doses  ot 
this  size  are  used,  any  ol  Ihe  thromboembolic  and  thrombotic  adverse  etiects  should  be  considered  a clear  risk 


Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  estrogen- 
containing  oral  contraceplives.  Increased  blood  pressure  may  occur  with  use  ol  estrogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  ol  glucose  tolerance  has  been  observed  in 
patients  on  estrogen-containing  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  carelully 
observed  Estrogens  may  lead  to  severe  hypercalcemia  in  patients  with  breast  cancer  and  bone  melaslases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  family  history  should  be  taken  prior  to  Ihe 
initiation  ot  any  estrogen  therapy  with  special  reference  to  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  nol  be  prescribed  lor  longer  than 
one  year  wilhoul  another  physical  examination  being  performed.  Conditions  influenced  by  fluid  retention,  such 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  requite  careful  observation  Certain  patients  may 
develop  manileslations  ol  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
maslodynia,  etc  Prolonged  administration  ol  unopposed  estrogen  therapy  has  been  reported  lo  increase  Ihe  risk 
ol  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  lo  be  associated  with  an  increased 
incidence  ol  mental  depression  Patients  with  a history  ot  depression  should  be  carelully  observed  Pre-existing 
uterine  leiomyomata  may  increase  in  size  during  estrogen  use  The  pathologist  should  be  advised  ot  estrogen 
therapy  when  relevant  specimens  are  submitted  It  jaundice  develops  in  any  palieni  receiving  estrogen,  the 
medication  should  be  discontinued  while  Ihe  cause  is  investigated  Estrogens  should  be  used  with  care  in 
patients  with  impaired  liver  function,  renal  insulficiency.  metabolic  bone  diseases  associated  with  hypercalcemia 
or  in  young  patients  in  whom  bone  growth  is  not  yet  complete.  II  concomitant  progestin  therapy  is  used,  potential 
risks  may  include  adverse  elfects  on  carbohydrate  and  lipid  metabolism 
The  following  changes  may  be  expected  with  larger  doses  ol  estrogen 
a Increased  sullobromophthalein  retention 

b Increased  prothrombin  and  factors  VII,  VIII,  IX,  and  X,  decreased  aniithrombin  3,  increased  norepinephrine- 
induced  platelet  aggregabilily 

c Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  L by  column,  or  T4  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  reflecting  the 
elevated  TBG,  Iree  L concentration  is  unaltered 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
I Reduced  response  lo  melyrapone  lest 
g Reduced  serum  lolale  concentration 
h Increased  serum  triglyceride  and  phospholipid  concentration 

As  a general  principle,  Ihe  administration  ol  any  drug  lo  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk 
Long-term,  continuous  administration  ol  natural  and  synthetic  estrogens  in  certain  animal  species  increases 
Ihe  Irequency  ol  carcinomas  ot  Ihe  breast,  cervix,  vagina,  and  liver  However,  in  a recent,  large  case-controlled 
study  ol  postmenopausal  women  there  was  no  increase  in  risk  ol  breast  cancer  with  use  ol  conjugated  estrogens 
ADVERSE  REACTIDNS:  The  (ollowing  have  been  reported  with  estrogenic  therapy,  including  oral  con- 
traceptives breakthrough  bleeding,  spotting,  change  in  menstrual  How,  dysmenorrhea,  premenstrual-like 
syndrome,  amenorrhea  during  and  alter  treatment,  increase  in  size  ot  uterine  libromyomala,  vaginal  candidiasis, 
change  in  cervical  erosion  and  in  degree  of  cervical  secretion,  cystilis-like  syndrome,  tenderness,  enlargement, 
secretion  (ol  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  jaundice,  chloasma  or 
melasma  which  may  persist  when  drug  is  discontinued,  erythema  multiforme;  erythema  nodosum,  hemorrhagic 
eruption,  loss  ol  scalp  hair,  hirsutism,  steepening  ol  corneal  curvature;  intolerance  to  contact  lenses,  headache, 
migraine,  dizziness,  mental  depression,  chorea,  increase  or  decrease  in  weight;  reduced  carbohydrate  tolerance, 
aggravation  ot  porphyria,  edema,  changes  in  libido 

ACUTE  OVERODSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  females 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN>  Brand  ol  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  short-term  use  only  For  Irealmeni  ol  moderate-lo-severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  with  Ihe  menopause  (0  3 mg  to  1 25  mg  or  more  daily)  The  lowest  dose 
that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Administration  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oft).  Attempts  lo  discontinue  or  taper 
medication  should  be  made  at  three-  lo  six-month  intervals 

2 Given  cyclically  Osieopomsis  Female  castration  Osteoporosis — 0 625  mg  daily  Administration  should  be 
cyclic  (eg.  three  weeks  on  and  one  week  oti).  Female  castration — 1 25  mg  daily,  cyclically  Adjust  upward  or 
downward  according  lo  response  ol  Ihe  patient  For  maintenance,  adjust  dosage  lo  lowest  level  that  will  provide 
etteclive  control 

Patients  with  an  intact  uterus  should  be  monitored  lor  signs  ol  endometrial  cancer  and  appropriate  measures 
taken  to  rule  out  malignancy  in  the  event  ot  persistent  or  recurring  abnormal  vaginal  bleeding 
PREMARIN'  Brand  ol  conjugated  estrogens  Vaginal  Cream 
Given  cyclically  lor  short-term  use  only  For  treatment  ot  atrophic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Adminislralion  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oil). 

Attempts  to  discontinue  or  taper  medication  should  be  made  at  three-  lo  six-month  intervals 
Usual  dosage  range  2 g to  4 g daily,  intravaginally,  depending  on  Ihe  seventy  ol  Ihe  condition 
Treated  patients  with  an  intact  uterus  should  be  monitored  closely  lor  signs  of  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  to  rule  out  malignancy  in  Ihe  event  ot  persistent  or  recurring 
abnormal  vaginal  bleeding 
Relerences: 

1.  Lindsay  R,  Hart  DM,  Clark  DM  The  minimum  etteclive  dose  ol  estrogen  lor  prevention  ot  postmenopausal 
bone  loss,  Obslel  Gynecol  1984;63  759-763  2.  Sludd  JWW.  Thom  MH,  Paterson  MEL,  el  al;  The  prevention  and 
treatment  ol  endometrial  pathology  in  postmenopausal  women  receiving  exogenous  estrogens,  in  Pasetto  N. 
Paolelli  R.  Ambrus  JL  (eds)  The  Menopause  and  Postmenopause  Lancaster.  England,  MTP  Press  Ltd.  1980, 
chap  13 
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El  Examen  Microscópico  de  la  Orina: 
Evaluación  a Nivel  de  un  Hospital  Privado 

Eduardo  de  León,  MD,  FCAP 


Resumen:  El  examen  rutinario  de  la  orina  comprende 

un  análisis  de  sus  características  físicoquímicasal  igual  que 
el  examen  microscópico  del  sedimiento.  Con  el  desarrollo 
de  las  nuevas  tirillas  químicas,  se  ha  simplificado  el  examen 
físico-químico  en  los  últimos  años.  Algunos  autores  han 
propuesto  la  eliminación  del  examen  microscópico  basado 
en  el  resultado  negativo  de  una  tirilla  química  lo  cual 
reduciría  costo  y tiempo  del  análisis  de  la  prueba.  Repor- 
tamos estudio  comparativo  en  nuestra  institución  de  los 
resultados  del  examen  del  sedimiento  en  1,408  muestras  de 
orina  con  las  de  la  tirilla  química  N-Multistíx-S.G./ 
CHEMSTRIP-L.N.  El  hallazgo  de  nuestro  estudio  reveló 
que  el  19%  de  las  muestras  no  necesitaban  un  examen 
microscópico.  Estos  hallazgos  fueron  también  analizados  y 
comparados  con  aquellos  reportados  recientemente  por 
Climent  Etal.4  El  costo  ahorrativo  y tiempo  del  tecnólogo 
fue  también  analizado  basados  en  una  proyección  de  40,200 
exámenes  de  orina  a realizarse  en  nuestra  institución  en 
1987. 

El  examen  de  la  orina,  desde  los  tiempos  de  Hipócrates, 
ha  sido  tradicionalmente  parte  del  examen  rutinario 
de  todo  paciente  en  la  búsqueda  de  enfermedad  de 
órganos  internos  o invisibles. 

En  los  últimos  años  el  examen  fisicoquímico  de  la  orina 
ha  sido  simplificado  grandemente  con  la  utilización  de 
una  tirilla  química.  Hoy  día  se  ha  venido  discutiendo  la 
posibilidad  de  eliminar  también  gran  parte  del  examen 
microscópico  de  la  orina  sustituyéndolo  por  una  tirilla 
química.  La  literatura  médica  contiene  varios  estudios  en 
los  cuales  unos  recomiendan  la  eliminación  del  examen 
microscópico  de  orina  y otros  por  el  contrario,  se  oponen 
a la  eliminación  de  dicho  análisis  rutinariamente. 

Nosotros  hemos  encontrado  gran  resistencia  por  parte 
de  los  uroscopistas  o microscopistas  hacia  sustituir  el 
examen  microscópico  por  la  tirilla  química. 

Por  muchos  años  se  ha  investigado  el  desarrollo  de  las 
tirillas  químicas  que  detecten  la  bacteriuria  significativa, 
la  hematuria  o la  piuría  con  el  propósito  de  eliminar  gran 
parte  de  los  exámenes  microscópicos  y cultivos  rutinarios. 
Esto  reduciría  el  tiempo  del  análisis,  el  costo  de  produc- 
ción y el  tiempo  del  tecnólogo  médico. 

La  adición  de  dos  pruebas  de  reacción  química  a la 
tirilla  clásica  conocida  como  el  nitrito  y la  esterasa 
leucocitaria  han  probado  ser  de  gran  utilidad  para 
completarel  cernimiento  (screening)  rutinario  de  la  orina 
eliminando  la  necesidad  del  examen  microscópico  si  la 
tirilla  es  negativa.  De  ser  esto  posible,  limitaríamos  el 
examen  microscópico  rutinario  solamente  a aquellos 
casos  en  que  la  tirilla  fuese  positiva,  la  condición  clínica 
del  paciente  lo  ameritase  o por  indicación  especifica  del 
médico. 


Para  evaluar  la  eficacia  de  este  procedimiento  y deter- 
minar el  costo  ahorrativo  que  resultaría  de  la  eliminación 
del  examen  microscópico  de  rutina,  en  casos  de  tirillas 
negativas,  se  llevó  acabo  un  estudio  del  mismo  en  nuestro 
laboratorio. 

Aquí  presentamos  un  resumen  de  dicho  estudio,  los 
hallazgos  y conclusiones. 

Metodología  Usada 

Utilizamos  la  tirilla  química  de  la  casa  Ames  conocida 
como  N-Multixtix  SG  cuya  reacción  química  es  anali- 
zada y reportada  automáticamente  por  un  instrumento 
conocido  como  Clini-Tek.  Completamos  la  evaluación 
con  la  tirilla  de  la  Bio-Dynamics  Chemstrip-LN  la  cual 
detecta  la  presencia  de  la  esterasa  leucocitaria.  En  este 
caso  se  interpretó  una  reacción  como  positiva  o negativa 
al  minuto,  visualmente. 

Se  examinaron  un  total  de  1,408  orinas  incluyendo 
casos  de  pacientes  encamados,  ambulatorios  y de  sala  de 
emergencia.  De  este  total,  1,176  se  analizaron  retrospec- 
tivamente por  el  método  rutinario  con  la  tirilla 
N-Multisixtix  SG  y 232  casos  se  analizaron  prospectiva- 
mente, añadiendo  la  tirilla  Chemstrip-LN. 

Todas  las  orinas  se  evaluaron  haciendo  el  examen 
microscópico  de  una  gota  del  sedimiento  obtenido  por  la 
centrifugación  de  12cc  de  orina  a 2,000  rpm  por 
5 minutos. 

Los  criterios  presentados  en  la  tabla  1 se  utilizaron 
para  determinar  si  los  sedimientos  eran  considerados 
positivos.  Dichos  sedimientos  fueron  analizados  por 
nuestra  microscopista  con  muchos  años  de  experiencia. 

Tabla  1 


Criterios  para  Sedimento  Urinario  Positivo 


Leucocitos 

5 por  campo  de  mayor  aumento 

Eritrocitos 

3 por  campo  de  mayor  aumento 

Células  epiteliales 

= todas  las  células  consideradas 

no  escamosas 

Mucosidad 

= 1+  (abundante) 

Cristales 

= presencia  de  ellos 

Bacterias 

= presencia  de  ellas 

Cilindros 

= todos  excepto  cilindros  hialinos 

Urobilinogeno 

= 0.1 

Resultados 

De  las  1,408  muestras  de  orina  examinadas,  solamente 
15  presentaron  evidencia  de  un  examen  microscópico 
considerado  anormal  en  presencia  de  una  tirilla  negativa. 
Esto  equivale  a un  1.07%  de  los  casos.  La  anormalidad 
consistió  en  3 casos  con  leucocitos  (5  por  campo  de 
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mayor  aumento),  2 casos  con  hematuria  (3  eritrocitos  por 
campo  de  mayor  aumento),  9 casos  con  cristaluria  y 
1 caso  con  bacteriuria  significativa.  De  los  3 casos  con 
leucocitos  solamente  uno  presentó  un  hallazgo  significa- 
tivo reportado  como  muchos  leucocitos  aparentemente 
no  detectados  por  la  esterasa.  Probablemente  fue  un  fallo 
en  la  lectura  de  la  tirilla.  De  los  casos  de  hematuria 
solamente  uno  presentó  10-12  eritrocitos  con  una  sangre 
oculta  negativa.  No  sabemos  si  el  paciente  estaba 
tomando  ácido  ascórbico  que  puede  interferir,  pero  si  era 
mujer.  La  cristaluria  no  la  consideramos  significativa,  ya 
que  no  indicaba  que  tipo  de  cristal  estaba  presente  y no 
había  evidencia  de  hematuria.  En  el  17.97%  de  los  casos 
no  se  necesitaba  hacer  el  examen  microscópico,  ya  que 
tanto  la  tirilla  como  el  examen  microscópico,  fueron 
negativos,  (tabla  II). 


Tabla  II 


Resultados 

Tirilla 

Microscópico 

N-Multistix 

N-Multistix  & 

Total 

% 

Chemstrip  LN 

Casos 

Total 

Num. 

% 

Num. 

% 

Num. 

% 

+ 

124 

10.5 

26 

11.2 

150 

10.66 

- 

- 

167 

14.2 

86 

37.1 

253 

17.97 

+ 

+ 

885 

75.3 

105 

45.2 

990 

70.30 

- 

+ 

0 

0 

15 

6.5 

15 

1.07 

Total 

1 176 

100 

232 

100 

1408 

100 

Discusión 

Un  gran  número  de  los  exámenes  de  orina  que  se 
ordenan  rutinariamente  se  hacen  sin  referencia  a 
problema  de  diagnóstico  alguno.  Esto  se  conoce  como 
prueba  de  cernimiento  o “screening”.  Esta  práctica 
reduce  la  efectividad  de  este  examen  y crea  hallazgos 
innecesarios  sin  importancia  clínica  alguna  añadiendo  al 
costo  del  cuidado  médico. 

El  examen  microscópico  de  la  orina  es  subjetivo  y 
depende  de  la  experiencia,  conocimientos  o pericias  del 
uroscopista.  Por  el  contrario,  éste  es  uno  de  los  pocos 
exámenes  de  laboratorio  que  no  se  pueden  estandarizar  o 
someterse  a un  control  inequívoco  de  calidad. 

Schumann  y Greenberg'  recomendaron  abandonar  el 
examen  microscópico  si  el  estudio  de  la  turbidez  por 
nefelometría,  y la  prueba  de  la  tirilla  para  proteína, 
azúcar,  sangre  y bilirubina  eran  negativos.  Por  el 
contrario,  O’KelF  no  deseando  fallar  u omitir  el  hallazgo 
anormal  de  un  pequeño  número  de  orinas  recomendó  no 
eliminarlo  basándose  en  el  estudio  de  241  examenes  de 
orinas.  Su  estudio  reveló  que  en  el  43%  de  los  casos  con 
tirilla  negativa  el  examen  microscópico  era  positivo.  Hay 
que  notar  que  en  estos  casos  el  hallazgo  positivo  se 
limitaba  a la  presencia  de  leucocitosis  o de  algunos 
glóbulos  rojos. 

En  nuestro  estudio  los  hallazgos  mostraron  la  utilidad 
de  la  tirilla  química  para  eliminar  el  examen  microscópico 
cuando  esta  es  negativa.  La  evidencia  de  que  el  80.96%  de 
los  casos  estudiados  era  necesario  hacer  el  examen 


microscópico,  ya  que  la  tirilla  fue  positiva  ( 10.65%  tirillas 
positivas  y examen  microscópico  negativo,  y 70.31% 
tirilla  positiva  y examen  microscópico  positivo),  es  indi- 
cación de  que  en  la  mayoría  de  los  casos  tenemos  que 
hacer  el  examen  microscópico  aunque  los  hallazgos  en 
muchos  casos  no  tienen  gran  importancia  clínica.  Otros 
estudios  similares^  han  revelado  que  se  puede  eliminar  el 
examen  microscópico  en  un  25-50%  de  los  casos 
ayudando  asi  a reducir  grandemente  el  costo  de 
producción  y el  tiempo  del  tecnólogo  médico. 

Un  estudio  reciente  publicado  por  Climent,  Lasala 
Vélez  et  aP  revelan  resultados  que  varían  de  los  nuestros. 
Una  comparación  de  los  datos  reportados  y los  nuestros 
revelan  un  mayor  número  de  pruebas  positivas  en  la 
tirilla  química  en  nuestros  hallazgos,  o sea,  un  81% 
mientras  los  reportados  del  laboratorio  clínico  ASEM  es 
de  57%.  El  19%  de  nuestros  casos  tenían  resultados  nega- 
tivos en  la  tirilla  y el  examen  microscópico  vs  40%  por 
ellos  reportado.  El  1%  de  nuestros  exámenes  microscó- 
picos fueron  positivo  con  una  tirilla  negativa.  Los 
resultados  del  laboratorio  clínico  ASEM  fue  de  6.7%.  El 
valor  predictivo  para  una  prueba  negativa  compara  con 
el  reportado  95%  vs  93%  pero  el  valor  predictivo  para 
una  prueba  negativa  mostraba  mayor  diferencia  86%  vs 
63%. 

Consideramos  que  el  hecho  de  que  nosotros  presen- 
tamos un  mayor  número  de  pruebas  positivas  es  resul- 
tado del  criterio  de  análisis  por  reacciones  químicas,  en  la 
cual  consideramos  la  glucosuria,  urobilinogenuria,  y 
bilirubinuria  en  la  evaluación  no  así  en  el  estudio 
reportado  por  el  Departamento  de  Patología  y Labora- 
torio Clínico  ASEM  del  Centro  Médico  de  Puerto  Rico. 

Conclusiones 

Al  analizar  nuestros  hallazgos  a la  luz  del  costo  y 
tiempo  del  tecnólogo  médico  llegamos  a las  siguientes 
conclusiones: 

De  acuerdo  con  nuestras  estadísticas  de  lo  que  va  del 
año  proyectamos  realizar  alrededor  de  40,200  exámenes 
de  orina  en  el  1987. 

El  19.04%  equivale  a 7,638  casos  que  no  necesitarían 
examen  microscópico.  Esto  resultaría  en  una  economía 
de  tiempo  del  tecnólogo  médico  o del  microscopista  de 
13.6  semanas/año  con  un  ahorro  de  costo  de  material  de 
apróximadamente  $650.00.  Aunque  esta  última  cifra  no 
parece  ser  muy  significativa  en  términos  de  dinero,  si  el 
tiempo  del  microscopista  es  significativo,  pues  podría 
realizar  otras  tareas  o absorber  un  aumento  en  volumen 
de  trabajo. 
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Abstract:  The  4-quinolones,  analogues  of  nalidixic 

acid,  are  the  new  front  runners  in  antibiotic  research  and 
therapeutics.  Although  the  4-quinolones  differ  in  pharma- 
cokinetics, minimum  inhibitory  concentrations  and  dosage 
regimens,  their  clinical  efficacy  has  been  demonstrated  in  a 
broad  range  of  infectious  processes.  Further  clinical  trials 
are  needed  to  clarify  its  usefulness  in  the  treatment  of 
nosocomial  and  community  acquired  infections. 

The  improvement  of  oral  antibiotic  therapy  in  order 
to  shorten  patient  hospital  stay  and  minimize  health 
care  costs  has  led  to  the  development  of  an  effective  oral 
antibiotic  for  the  treatment  of  acute  and  chronic  gram- 
negative infections. 

Nalidaxic  acid  (and  related  compounds  cinoxacin  and 
oxolinic  acid)  were  introduced  in  the  early  1960’s  as  the 
first  quinolone  derivatives.  The  antibacterial  spectrum  of 
nalidixic  acid  is  quite  narrow  and  restricted  to  aerobic 
rods  such  as  E.  coli,  Enterobacter,  Klebsiella  and 
Proteus.*  The  use  of  nalidixic  acid  as  the  first  generation 
quinolone  was  limited  to  lower  urinary  tract  infections 
because  of  its  poor  absorption  from  the  gastrointestinal 
tract,  the  frequent  development  of  resistance  and 
frequent  adverse  reactions. 

The  development  of  new  fluorinated  quinolones 
analogues  of  nalidixic  acid  has  led  to  agents  with 
increased  gastrointestinal  absorption,  which  results  in 
higher  blood  and  tissue  levels,  extended  antimicrobial 
activity  and  fewer  adverse  reactions. 

Chemistry  and  mechanism  of  action 

Structurally,  quinolones  are  all  based  on  the  nucleus 
that  bears  its  namesake,  4-quinolone  (Eigure  1).  The 
structural-activity  relationship  of  the  new  quinolones  in 
comparison  with  nalidixic  acid  reveals  the  presence  of  a 
1-piperazinyl  group  at  the  7 position  confers  its  anti- 
pseudomonal  activity.  The  antibacterial  activity  is 
increased  with  the  addition  of  a fluorine  molecule  at  the  6 
position  (Figure  2).^ 
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Figure  1.  The  original  4-quinolone  molecule. 
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Figure  2.  The  new  Huorinated  4-quinolone 


The  quinolone  antibiotics  are  bactericidal  compounds 
that  interrupt  DNA  replication  by  the  selective  inhibition 
of  DNA  synthesis.^  Bacterial  DNA  within  the  cell  is 
normally  maintained  in  negative  supercoiled  state  by  a 
class  of  enzymes  known  as  DNA  gyrases.  Each  DNA 
gyrase  molecule  maintains  a specific  section  of  the  DNA 
molecule  by  attaching  to  the  DNA  and  through  the  use  of 
ATP  for  energy  the  enzyme  continuously  repairs  small 
single  strain  breaks  in  the  DNA  that  occur  during  DNA 
replication  and  its,  therefore,  involved  in  maintenance  of 
the  negative  supercoiled  state.  In  other  words,  unlike  the 
beta-lactams  and  aminoglycosides,  quinolones  exert 
their  bactericidal  activity  intracellularly  inhibiting  the 
A subunit  of  DNA  gyrase. 

Bacterial  Resistance  to  the  4-Quinolones 

In  contrast  with  the  bases  for  bacterial  resistance  to 
different  classes  of  antimicrobial  agents,  quinolones  do 
not  manifest  resistance  by  chromosomal  or  plasmid 
mediated  mechanisms  as  do  other  antibiotics  like  beta 
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lactams  and  aminoglycosides.  In  fact,  4-quinolones  have 
been  shown  to  eliminate  plasmids  from  a bacterial 
population,  making  it  more  susceptible  to  the  destruction 
of  DNA  molecules  by  cellular  nucleases."* 

Although  quinolones  resistant  strains  have  been 
recovered  “in  vitro”  and  in  patients  with  cystic  fibrosis 
with  Pseudomonas  aeruginosa  infections,  the  minimal 
inhibitory  concentrations  (MIC’S)  have  remained  well 
within  the  therapeutic  range  of  these  agents."*'^ 

The  lack  of  total  cross-resistance  with  other  antibiotics 
provides  the  clinician  with  other  therapeutic  options.  But 
keeping  in  mind  that,  although  very  infrequent,  “in 
vitro”  bacterial  cross-resistance  among  the  quinolones 
has  been  documented.’"* 

In  Vitro  Antibacterial  Spectrum 

The  fluorinated  4-quinoIones  appear  to  be  highly 
active  against  most  aerobic  gram-negative  rods,  especially 
the  Enterobacteriaccae  and  demonstrate  significant  “in 
vitro”  activity  for  beta-lactamase  and  non-beta-lactamase 
producing  strains  of  Hemophilus  influenzae,  Acinetobacter, 
Serratia  marcescens.  Providencia  spp.  and  Pseudomonas 
aeruginosa. In  fact  a criteria  to  define  the  quinolone’s 
clinical  utility  should  be  its  “in  vitro”  potency  against 
Pseudomonas.  However,  for  Pseudomonas  cepacia  and 
fluorescent  group,  susceptibility  patterns  for  the  4- 
quinolones  have  been  variable.  The  4-quinolones  are 
active  “in  vitro”  against  methicillin-sensitive  and 
resistant  5.  aureus  and  S.  epidermidis.'^  They  are 
ineffective  against  S.  pneumoniae  anú  enterococci.'*  The 
quinolones  are  essentially  inactive  against  most  clinical 
important  anaerobes  in  particular  Bacteroides  fragilis 

A broad  range  of  gastrointestinal  pathogens  including 
Salmonella  spp.  Shigella  spp.,  Campylobacter,  Yersinia 
spp.  and  enteropathogenic  E.  fo//are  highly  susceptible  to 
the  4-quinolones. 

All  quinolones  show  excellent  activity  against  gram- 
negative cocci  such  as  Neisseria  gonorrheae  including 
beta-lactamase  producing  strains. In  contrast  there  is 
equivocal  activity  against  Chlamydia  trachomatis  and 
Ureaplasma  urealyticum.^'^^ 

The  new  fluorinated  quinolones  display  variable 
activity  against  mycobacterial  species  including  Myco- 
bacterum  tuberculosis.  24  Since  4-quinolones  become  ion- 
charged  upon  intracellular  penetration  their  activity  is 
excellent  against  respiratory  tract  pathogens  such 
Branhamella  catarrhalis  and  Legionella  spp.^^  In  vitro 
antibiotic  combination  studies  are  underway  to  determine 
synergy  between  quinolones  and  other  agents  and  the 
clinical  usefulness  against  drug  resistant  strains. 

Pharmacokinetics 

Pharmacokinetically,  quinolones  half-lives  vary,  but 
they  have  the  ability  to  penetrate  interstitial  fluid  and  to 
remain  concentrated  intracellularly.  Serum  and  blister 
fluids  levels  correlate  well.  Ciprofloxacin  and  norfloxacin 
have  been  studied  extensively.  Ciprofloxacin  gives  higher 
serum  and  urine  levels  with  similar  times  for  achieving 
maximum  concentrations.’*  However,  in  contrast,  peflo- 
xacin  and  fleroxacin  have  an  exceptionally  long  half-life 


and  urinary  recovery  is  only  one-half  to  one-third  that  of 
ciprofloxacin  and  norfloxacin.”  Dosage  adjustment  is 
required  in  patients  with  renal  impairment  for  all 
quinolones.’* 

Clinical  efficacy 

The  4-quinolones  have  been  used  in  multiple  clinical 
trials  in  a broad  range  of  acute  and  chronic  infections 
processes.  Since  they  can  achieve  very  high  urinary  levels, 
clinical  studies  involving  uncomplicated  and  complicated 
urinary  tract  infections  have  been  done.  In  most  compa- 
rative studies  with  the  quinolones,  ciprofloxacin,  enoxacin, 
ofloxacin,  pefloxacin  and  norfloxacin  produced  equally 
effective  results.”"*’  Those  failures  reported  were 
associated  with  the  emergence  of  resistant  strains  of 
P.  aeruginosa  and  Acinetobacter  calcoacetitus  and  super- 
infections with  Candida  and  enterococci.”  Several 
4-quinolones  including  enoxacin,  perfloxacin,  ciproflo- 
xacin and  ofloxacin  have  been  clinically  tested  in 
respiratory  tract  infections. Their  effectiveness  in 
respiratory  tract  infections  is  ascribed  in  part  to  their 
excellent  penetration  into  sputum.  Clinical  studies  with 
acute  excerbations  of  chronic  bronchitis  using  higher 
dosages  of  quinolones  than  for  urinary  tract  infections 
found  cure  rates  between  70  and  100%. 

Ciprofloxacin  and  pefloxacin  have  been  studied  exten- 
sively in  the  treatment  of  community  and  hospital 
acquired  pneumonia  with  cure  rates  between  82  and 
98%.**"”  Comparative  trials  with  ciprofloxacin  and 
other  4-quinolones  in  patients  with  cystic  fibrosis  with 
acute  excerbations  have  shown  clinical  improvement. 
However  the  emergence  of  Pseudomonas  resistant  strains 
after  prolonged  therapy  may  limit  its  utility  in  ambula- 
tory patients. ‘*‘"‘*’ 

Ciprofloxacin  and  pefloxacin  have  also  been  extensively 
studied  in  skin  and  soft  tissue  infections  along  with  gram- 
negative osteomyelitis.  Oral  therapy  with  quinolones  in 
these  infections  appears  to  be  a safe  and  effective 
alternative  especially  in  the  prolonged  treatment  of 
osteomyelitis.'*'"'*’ 

Ciprofloxacin,  norfloxacin  and  enoxacin  have  been 
shown  to  be  as  effective  as  parenteral  spectinomycin  in 
the  treament  of  gonococcal  urethritis  caused  by 
penicillin-resistant  and  susceptible  N.  gonorrheae 
However,  in  the  treatment  of  non-gonococcal  urethritis, 
they  are  less  effective  against  Chlamydia  trachomatis  \.\\an 
doxycycline."** 

Clinical  trials  with  quinolones  in  the  treatment  of 
bacterial  enteric  diarrhea  and  in  prophylaxis  of  traveler’s 
diarrhea  have  demonstrated  safety  and  effectiveness. '*’"'** 

Oral  quinolone  prophylaxis  in  patients  with  chemo- 
therapy induced  granulocytopenia  has  decreased  the 
clinical  manifestations  and  morbidity  associated  with 
infection  during  the  period  of  deep  granulocytopenia. '*’■*“ 

In  addition  the  4-quinolones  have  been  used  to  treat  a 
variety  of  other  bacterial  infections  such  as  ear,  nose  and 
throat  infections,  serious  gram-negative  infections  and 
pelvic  inflammatory  disease.*'"**  Further  data  is  needed 
to  establish  the  exact  role  of  quinolones  in  the  treatment 
of  nosocomial  infections. 
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Adverse  Effects  and  Drugs  Interactions 

In  contrast  with  nalixidic  acid  in  which  side  effects  and 
toxicities  were  common  and  severe,  the  new  fluorinated 
4-quinolones  have  a low  frequency  and  severity  of  side 
effects.  Nausea,  vomiting,  anorexia,  dizziness,  headaches, 
drowsiness,  skin  rash  and  an  unpleasant  taste  in  the 
mount  are  the  most  commonly  reported  side  effects.^'' 

The  4-quinolones  are  contraindicated  in  pregnancy 
and  are  not  recommended  forchildrendue  the  possibility 
of  damageor  erosion  to  weight  bearing  joints  which  has 
been  observed  in  juvenile  animal  models. Although  the 
quinolones  are  not  primarily  nephrotoxic  substances,  in 
high  doses  crystalluria  has  been  seen.^® 

Among  the  drug  interactions  with  the  quinolones  that 
should  be  kept  in  mind  is  theophylline  toxicity  whenever 
give  concurrently.^’  There  is  inactivation  of  quinolones 
by  antacids  containing  magnesium  and  aluminium  but  it 
does  not  occur  with  calcium  containing  antacids.  Since 
all  quinolones  may  inhibit  GABA  recpetors  they  may 
potentiate  epileptogenic  agents.  Also,  it  is  possible  that 
cimetidine,  as  a P 450  antagonist,  may  affect  metaboli- 
zable quinolones  after  prolonged  use.  Prolongation  of 
prothrombin  time  has  been  reported  with  perfloxacin  in 
combination  with  oral  anticoagulants.” 
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Resumen:  Las  4-quinolonas,  análogos  del  ácido  nalidi- 

xico,  son  los  nuevos  antibióticos  delanteros  en  el  campo  de 
la  investigación  y terapéutica  con  antimicrobianos.  Aunque 
las  4-quinolonas  difieran  entre  si  en  cuanto  a farmacoci- 
nética,  concentraciones  minimas  inhibitoras  y dosificación, 
su  eficacia  clínica  ba  sido  demostrada  en  una  variedad 
amplia  de  procesos  infecciosos.  Estudios  clínicos  adicio- 
nales son  necesarios  para  aclarar  su  utilidad  en  el  trata- 
miento de  infecciones  nosocomiales  y de  la  comunidad. 
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Cardiac  Rehabilitation:  An  Overview 


William  Micheo,  MD 
José  E.  Arias,  MD 
Juan  M.  Igartua,  MD 


Abstract:  Rehabilitation  of  the  patient  following 

myocardial  infarction  has  become  an  integral  part  of  the 
management.  The  goal  of  Cardiac  Rehabilitation  is  to  allow 
the  patient  to  return  to  as  normal  a level  of  function  as 
possible.  Cardiac  Rehabilitation  is  divided  into  three  phase. 
Phase  I is  begun  early  in  the  patient’s  hospitalization  and 
continues  until  discharge.  Phases  II  and  III  are  done  as 
outpatients  with  exercise  being  initially  performed  in  a 
closely  monitored  environment  and  gradually  progressing 
to  an  unsupervised  exercise  program.  The  rehabilitation 
program  of  patients  with  myocardial  infarction  has  proven 
to  be  safe  if  done  in  a gradually  progressive  well  supervised 
manner.  A review  of  the  physiologic  bases  for  Cardiac 
Rehabilitation  and  a brief  overview  of  the  phases  of  the 
program  is  presented. 

The  management  of  the  post  myocardial  infarction 
patient  has  significantly  changed  in  the  last  several 
years.  Early  mobilization  and  shorter  hospital  stay  have 
replaced  prolonged  bed  rest  as  the  mainstay  of  treatment. 

Anatomic  studies'  that  showed  that  six  weeks  were 
required  to  transform  necrotic  myocardium  into  firm 
scar  tissue  set  the  basis  for  protracted  bed  rest  following 
infarction.  The  concern  was  that  physical  activity  would 
lead  to  ventricular  aneurysm  formation,  cardiac  rupture, 
congestive  heart  failure,  dysrhythmias,  reinfarction  or 
sudden  death.  It  is  now  appreciated  that  smaller  infarcts 
which  are  seen  in  many  patients  treated  in  the  coronary 
care  unit,  take  shorter  than  six  weeks  to  heal.  Levine^ 
started  the  trend  towards  early  mobilization  of  post 
myocardial  infarction  patients  with  his  “chair  treatment”. 
He  based  his  treatment  on  the  supposition  that  the  sitting 
position  reduced  cardiac  work  by  increasing  peripheral 
venous  pooling,  therefore  decreasing  preload  on  the 
myocardium.  Such  a reduction  would  decrease  resting 
left  ventricular  wall  tension  and  hence  reduce  myocardial 
oxygen  demand.  Although  he  did  not  advocate  ambula- 
tion his  patients  did  well  even  when  getting  out  of  bed 
early  in  the  postinfarction  period. 

Multiple  recent  studies  have  demonstrated  the  safety  as 
well  as  the  benefits  of  a multidisciplinary  approach  to 
early  mobilization  and  subsequent  rehabilitation  of  the 
cardiac  patient.  In  this  paper,  we  present  the  physiologic 
bases  as  well  as  an  introduction  to  the  phases  of  Cardiac 
Rehabilitation. 

Basis  Physiologic  Principles 

Exercise  can  be  divided  into  two  major  categories: 
dynamic  and  static.  Dynamic  exercise  involveschangesin 
muscle  length  and  joint  movement.  Aerobic  exercise, 
which  involves  rhythmic  contraction  of  large  muscle 


groups  is  the  type  of  dynamic  exercise  which  can  lead  to 
cardiovascular  training  in  normal  individuals,  and 
cardiac  patients.  Static  or  isometric  exercises,  which 
primarily  evoke  a pressure  load  on  the  heart  and  do  not 
lead  to  significant  training  effect  should  generally  be 
avoided  in  the  cardiac  patient. 

The  acute  responses  to  dynamic  exercise  have  been  well 
studied.  In  normal  individuals,  there  is  an  increase  in 
cardiac  output  with  increasing  workload  up  to  a 
maximum.  This  increase  in  cardiac  output  is  dependent 
on  an  increase  in  heart  rate  and  stroke  volume.  In 
addition  to  changes  in  cardiac  output,  there  is  redis- 
tribution of  blood  flow  to  the  working  muscle  and  greater 
oxygen  extraction  by  the  tissues  which  result  in  widening 
of  the  arteriovenous  oxygen  difference. 

Regular  dynamic  exercise  leads  to  well  defined  cardio- 
vascular adaptations  in  normal  individuals.  It  leads  to  a 
significant  increase  in  physical  work  capacity  and  stroke 
volume.  At  submaximal  intensities  of  work,  trained 
individuals  have  lesser  increases  in  heart  rate  than 
untrained  individuals.  Training  also  leads  toan  increased 
oxidative  capacity  of  muscle. 

Cardiac  patients  in  general  have  poor  exercise 
tolerance.  They  cannot  meet  the  demands  of  an  increased 
workload  imposed  by  exercise.  In  this  patient  population 
training  can  lead  to  improved  functional  capacity.  At 
submaximal  workloads  a smaller  increase  in  heart  rate 
will  lower  the  myocardial  oxygen  consumption  thus 
enabling  the  performance  of  a specific  task  without 
symptoms.  Peripheral  adaptations  to  training  such  as 
improved  oxygen  extraction  by  the  exercising  muscle  also 
play  an  important  role  in  increasing  exercise  tolerance. 

In  patients  with  acute  myocardial  infarction  the 
prevention  of  the  deleterious  effects  of  bed  rest  (table  1) 
provides  the  basis  for  early  ambulation.  Supervised  early 
mobilization  also  helps  to  reduce  fear  and  anxiety  which 
may  paradoxically  increase  cardiac  work  while  the 
patient  is  on  enforced  bed  rest. 


Table  I 

Detrimental  Effects  of  Prolonged  Bed  Rest 

1.  Decrease  in  Physical  Work  Capacity 

2.  Decrease  in  Cardiac  Stroke  Volume 

3.  Orthostatic  Hypotension,  Reflex  Tachycardia 

4.  Increased  Predisposition  to  Thromhoembolism 

5.  Decrease  in  Pulmonary  Ventilation 

6.  Decreased  Systemic  Muscle  Mass 
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Patient  Selection 

Approximately  half  of  the  patients  with  myocardial 
infarction  admitted  to  the  coronary  care  units  have  an 
umcomplicated  clinical  course.^  These  patients  can  start 
cardiac  rehabilitation  early  in  the  hospitalization. 
Individuals  with  disturbances  of  cardiac  rhythm,  conges- 
tive heart  failure,  persistent  chest  pain,  hypotension  or 
shock  can  be  started  once  they  are  medically  stable. 

Two  other  populations  which  appear  to  benefit  from 
Cardiac  Rehabilitation  Program  are  the  postcoronary 
artery  bypass  graft  and  angina  pectoris  patients. 

Phases  of  Cardiac  Rehabilitation 

Phase  I:  The  first  phase  of  Cardiac  Rehabilitation 
begins  during  the  coronary  care  unit  stay 
following  an  acute  myocardial  infarction. 
Uncomplicated  patients  or  complicated 
patients,  once  they  are  stable  start  activities 
of  low  level  intensity  while  being  closely 
monitored.  Activities  of  intensity  equiva- 
lent to  1-2  MET  values  (1  MET  = 3.5  ml 
02/K  g/min)  such  as  activities  of  daily 
living,  range  of  motion  exercises,  and 
gradual  ambulation  can  be  safely  per- 
formed in  the  coronary  care  unit.''  Specific 
guidelines  (table  2)  such  aschanges  in  heart 
rate,  blood  pressure  and  patient  sympto- 
matology are  used  to  terminate  exercise  or 
advance  the  patient  in  the  protocol. 

Once  out  of  coronary  care  unit  the  level  of 
intensity  is  increased  to  2-4  METs.  Ambu- 
lation is  gradually  progressed  and  patients 
climb  stairs  prior  to  discharge. 

A low-level  exercise  test  can  be  performed 
prior  to  discharge  in  order  to  prescribe  safe 
levels  of  outpatient  exercise  intensity.^ 

Table  II 

Criteria  for  Terminating  Exercise 

A.  Blood  Pressure:  Any  decrease  in  systolic  blood  pressure 

greater  than  10-15  mmHg. 

B.  Heart  Rate  and  Rhythm;Increase  greater  than  20  beats  per  minute 

above  resting,  development  of  dysrhythmias. 

C.  Subjective  Complaints:  Anginal  chest  pain,  diaphoresis,  fatigue, 

shortness  of  breath,  dizziness. 


Phase  II:  The  second  phase  of  cardiac  rehabilitation 
begins  once  the  patient  is  discharged  from 
the  hospital  and  can  last  anywhere  from 
three  to  six  months  depending  on  the 
patient’s  status.  In  this  stage  the  patients 
exercise  in  a monitored  environment,  three 
to  five  times  per  week  progressing  to  30-45 
minutes  of  continuous  exercise.  The  prin- 
cipal modes  of  training  are  walking, 
jogging  and  bycicling. 

Towards  the  later  stage  of  Phase  111 
(2-3  months)  a symptom  limited  exercise 


test  is  performed  and  depending  on  the 
results  the  intensity  of  exercise  can  be 
increased  and  the  patient  transitioned  to 
Phase  III. 

Phase  III:  This  phase  of  cardiac  rehabilitation  may  be 
conducted  in  an  organized  community 
setting  or  in  an  unsupervised  home 
program.  At  this  stage,  the  exercise  pres- 
cription approximates  that  recommended 
for  the  healthy  adult.  Once  the  patient 
reaches  this  phase  of  Cardiac  Rehabilita- 
tion the  focus  is  on  a maintenance 
program.  The  patient  is  encouraged  to 
have  periodic  medical  follow-up  which 
may  include  an  annual  exercise  test. 

Table  III 


Phase  of  Cardiac  Rehabilitation 


PHASE  I 

PHASE  II 

PHASE  III 

Location 

Inpatient 

Outpatient 

Supervised 

Community  or 
Home  Program 

Time  Frame 

7 to  14  days 

3-5  months 

6 - months 

Frequency 

2-3  times/ day 

1-2  times/day 

3-5  times/week 

Duration 

5-15  minutes 

20-60  minutes 

30-60  minutes 

Intensity 

Resting  Heart 
Rate  + 20 

1-4  METs 

Based  on  Low 
Leved  Exercise 
Test:  60%  H.R. 
Max 

4-8  METs 

Based  on  Symptom 
Limited  Exercise 
test:  70-85%  H.R. 
Max 

8-10  METs 

The  goal  of  Cardiac  Rehabilitation  is  to  return  the 
postinfarction  patient  to  as  normal  lifestyle  as  possible. 
This  can  safely  be  achieved  by  starting  the  rehabilitation 
program  as  soon  as  possible  and  gradually  progressing 
the  patient  through  a well  supervised  exercise  program. 

Resumen:  La  rehabilitación  es  parte  integral  del 

manejo  en  el  paciente  post-infarto.  La  meta  de  la  rehabili- 
tación cardíaca  es  devolver  al  paciente  cardíaco  a un 
estilo  de  vida  lo  más  normal  posible.  La  rehabilitación 
cardíaca  se  divide  en  tres  fases.  Fase  I -comienza  desde  el 
momento  de  la  hospitalización  hasta  que  es  dado  de  alta. 
Fase  II  y III  - se  llevan  a cabo  fuera  del  hospital,  a travésde 
ejercicio  monitorízado  y supervisado  que  progresa  gradual- 
mente a ejercicios  sin  supervisión. 
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Surgery  of  Coronary  Artery  Disease 
I)  Historical  Notes 

Manuel  E.  Ix)res,  MD 
Rafael  A.  Brilo,  MD,  FACS 


Summary;  The  history  of  coronary  artery  surgery  is 
reviewed  with  special  attention  to  parallel  accomplishments 
in  the  medical  sciences  which  made  possible  the  application 
of  very  sophisticated  techniques  to  diagnose  and  treat 
coronary  artery  disease.  Phase  I revascularization  surgery 
included  several  procedures  which  were  doomed  to  failure 
because  treatment  can  not  precede  diagnosis.  The  begining 
of  phase  II  was  the  landmark  discovery  of  selective 
coronary  angiography  by  Sones  in  1958.  Philosophers  have 
long  said  that  the  search  for  truth  may  lead  to  untold  riches: 
coronary  angiography,  originally  intended  as  a diagnostic 
procedure,  made  revascularization  surgery  a reality. 
Today,  coronary  artery  surgery  is  the  most  common 
performed  operation  in  the  major  clinics,  academic  institu- 
tions, and  community  hospitals  of  the  western  countries  of 
the  world. 

Angina  Pectoris  was  first  described  by  William 
Heberden  before  The  Royal  College  of  Physicians 
in  1768, ‘ and  it  has  since  troubled  the  human  race  with 
increasing  frequency  until  the  present  times.  Francois- 
Frank,  a professor  of  physiology  in  Paris,  is  credited  with 
the  suggestion  in  1899  that  division  of  cervical  sympa- 
thetic nerves  might  help  relieve  angina  pectoris.^  This 
suggestion  was  put  into  practice  by  Jonnesco  who,  in 
1916,  performed  a successful  cervicothoracic  ganglio- 
nectomy  to  relieve  angina.^  It  was  hoped  that  interrup- 
tion of  the  cardiosensory  pathways  not  only  would 
relieve  pain,  but  would  also  cause  coronary  vasodila- 
tation and  increase  myocardial  perfusion.  However, 
resection  of  the  sensory  sympathetics  offered  only 
symptomatic  relief  without  changing  the  pathophysio- 
logic basis  of  ischemia. 

In  1933  Blumgart  advocated  total  thyroidectomy  for 
the  control  of  angina  in  the  hope  of  decreasing  metabolic 
requirements  and  counteracting  coronary  insufficiency, 
but  the  mortality  rate,  resultant  myxedema,  and  frequent 
tetany  did  not  justify  the  procedure,  which  wasdiscarded 
in  the  early  1940s.'' 

Direct  attempts  to  improve  the  blood  supply  to  the 
myocardium  began  with  Beck  in  1934  by  creating 
pericardial  adhesions  in  the  expectation  that  such 
adhesions  would  carry  blood  from  non-coronary  sources 
to  the  myocardium.^  A variety  of  chemical  and  physical 
irritants  were  subsequently  used  to  achieve  adhesion 
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formation.  The  next  development  along  these  lines  was 
grafting  of  contiguous  vascular  tissue  directly  to  the 
myocardium;  Beck  used  pectoral  muscle;  O’Shaughnessey 
introduced  the  use  of  omental  pedicle  grafts;  Moran 
utilized  a tubed  pedicle  graft  of  skin  and  subcutaneous 
tissue;  Lezius  used  lung  tissue  and  called  the  procedure 
“cardiopneumonopexy”;  and  Key  used  small  intestine.'' 
All  these  operations  failed,  as  the  thick  scar  tissue  which 
formed  during  the  final  stage  of  response  to  inflamma- 
tion, prevented  formation  of  adequate  vascularchannels. 

Weam  et  al.  postulated  in  1933  that  in  the  presence  of 
coronary  artery  disease,  blood  could  gain  access  to 
perfuse  the  myocardium  from  heart  chambers  via 
thebesian  veins. ^ Experiments  in  dogs  inducing  stenosis 
of  the  coronary  sinus  were  shown  to  confer  some 
protection  from  the  effects  of  acute  coronary  artey 
occlusion.’  What  has  become  known  as  the  Beck  I 
operation  combined  abrasion  of  the  pericardium  and 
epicardium,  asbestos  poudrage,  mediastinopexy,  and 
partial  ligation  of  the  coronary  sinus  to  increase  coronary 
perfusion  by  elevation  of  the  coronary  venous  pressure.* 
The  operation  was  later  modified  to  a two-stage 
procedure  (Beck  II)  in  which  partial  coronary  sinus 
occlusion  was  followed  a few  weeks  later  by  the  creation 
of  an  arteriovenous  fistula  between  the  aorta  and  the 
coronary  sinus  by  use  of  a free  brachial  artery  graft.’ 
This  operation  enjoyed  some  popularity  for  a short  time, 
but  it  was  never  widely  employed  in  the  surgical 
treatment  of  coronary  artery  disease. 

The  next  surgical  development  in  the  treatment  of 
coronary  artery  disease  was  in  1946,  when  Vineberg 
described  the  implantation  of  the  freely  bleeding  divided 
end  of  the  internal  mammary  artery  into  a myocardial 
tunnel  to  create  new  coronary  collaterals.'®  More  than 
5,000  such  operations  were  performed  between  1950  and 
1970,  with  at  least  subjective  improvement  of  angina  in 
90%  of  patients  and  a high  degree  of  patent  mammary 
arteries  with  demonstrable  communications  with  coro- 
nary arteries."  Smith  and  associates  described  in  1957  a 
modification  of  the  Vineberg  procedure  in  which  they 
used  both  free  grafts  of  saphenous  vein  and  nylon  tubes 
anastomosed  end  to  side  to  the  descending  thoracic  aorta 
and  then  placed  into  a myocardial  tunnel  after  multiple 
holes  had  been  made  in  the  graft."  Sabiston  and 
colleagues  in  the  same  year  utilized  the  carotid  artery  as  a 
modification  of  the  Vineberg  operation  and  showed  that 
small  but  real  anastomoses  develop  between  the  grafts 
and  the  coronary  arteries.'^ 

In  1957  Glover  introduced  to  the  United  States  de 
Marchi’s  operation  of  ligation  of  both  internal  mammary 
arteries  in  order  to  divert  blood  flow  into  the  pericardio- 
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phrenic  branches  and  thus  increase  myocardial  circula- 
tion.Seventy  percent  of  his  patients  reported  relief  of 
angina;  however  further  experience  and  follow  up  failed 
to  support  the  initial  enthusiasm. 

In  retrospect,  the  initial  efforts  to  revascularize  the 
heart  were  almost  doomed  to  failure,  and  if  nothing  else,  , 
operations  performed  during  that  period  (Table  I) 
demonstrated  repeatedly  the  amazing  capacity  of  the 
human  heart  to  tolerate  surgical  trauma.  Coronary 
angiography  was  not  available  to  confirm  the  diagnosis, 
and  it  is  a well  established  and  known  fact  that  in  the 
practice  of  medicine  diagnosis  must  precede  treatment.  » 
Therefore,  it  is  not  surprising  that  a measure  of  medical  ’ 
resentment  and  justified  skepticism  surrounded  myocar-  • 
dial  revascularization  surgery  when  current  techniques 
appeared. 


Table  I 


Myocardial  Revascularization,  Phase  I 


1899-1916 

Erancois-Frank  (2)  and 
Jonnesco  (3) 

Cervicothoracic  Sympathectomy 

1933 

Blumgart  (4) 

Total  Thyroidectomy 

1934 

Beck  (5) 

Pericardial  and  Epicardial 
Abrasions  and  Pedicle  grafts 

1935 

Gross  and  Blum  (7) 

Ligation  of  Coronary  Sinus 

1941 

Beck  (8) 

Beck  1 Operation 

1946 

Vineberg  ( 10) 

Myocardial  Implant  of  IMA 

1948 

Beck  (9) 

Beck  II  Operation 

1956-57 

DeMarchi  (14)  and 

Glover  ( 15) 

Bilateral  IMA  Ligation 

IMA:  Internal  Mammary  Artery 


Parallel  developments  of  paramount  importance  were 
taking  place  in  the  surgical  field  which  later  on  became 
the  solid  foundations  of  the  current  practice  of 
cardiovascular  surgery.  In  1896  Jaboulay,  the  teacher  of 
Carrel  and  Leriche,  introduced  a technique  of  intima  to 
intima  anastomosis  of  vessels  in  which  he  used 
interrupted  everting  mattress  sutures.'^  Subsequently, 
Alexis  Carrel  in  1902  further  refined  vessel  anastomosis 
by  the  triangulation  technique.’’  These  basic  contribu- 
tions to  vessel  anastomosis  were  later  to  provide  the  basis 
for  many  types  of  experimental  advances  in  the  surgery  of 
coronary  artery  disease.'*"’’  Carrel,  who  came  to  the 
University  of  Chicago  in  1905,  performed  many  of  the 
cardiovascular  procedures  practiced  today  (Table  II), 
and  in  1910  presented  a paper  before  the  American 
Surgical  Association  in  which  he  described  the  first 
recorded  attempt  at  coronary  artery  surgery. It 
consisted  in  the  construction  of  a graft  between  the 
descending  thoracic  aorta  and  the  peripheral  end  of  the 
left  main  coronary  artery  near  the  pulmonary  artery 
using  a section  of  homologous  carotid  artery  that  had 
been  preserved  in  cold  storage.  He  stated  “unfortunately 
the  operation  was  too  slow.  Three  minutes  after  the 
interruption  of  the  circulation,  fibrillary  contraction 
appeared,  but  the  anastomosis  took  five  minutes.  By 
massage  of  the  heart  the  dog  was  kept  alive  but  it  died  two 


hours  later.”  Alexis  Carrel,  surgeon  and  biologist,  was 
awarded  the  Nobel  Prize  in  Medicine  in  1912. 

Other  important  parasurgical  advances  which  took 
place  in  the  first  half  of  the  twentieth  century  are 
summanized  in  Table  III.  Among  these,  cardiac  cathete- 
rization and  coronary  angiography  were  the  two  most 
relevant  discoveries  regarding  the  further  scientific 
surgical  approach  to  coronary  artery  disease.  Forssmann’s 
discovery  is  highlighted  by  the  fact  that  he  performed 
cardiac  catheterization  only  once  and  the  patient  was 
himself.”  It  has  been  asked  why  did  not  Forssmann 
follow  up  on  his  momentous  discovery.  In  1929  he  went 
to  Sauerbruch  asking  for  a lectureship  in  Berlin.  The 
latter  replied:  “You  might  lecture  in  a circus  about  your 
little  tricks,  but  never  in  a respectable  German 
University.”  When  Forssmann  politely  insisted,  Sauer- 
bruch screamed  “Get  out!  Leave  my  Deparment 
immediately”.  Forssmann  returned  to  his  hospital  and 
anonymity  in  Ebenswalde  until  he  was  awarded  the 
Nobel  Prize  in  Medicine  27  years  latter.”  It  is  also  of 
great  historical  interest  to  note  that  Sones,  a pediatric 
cardiologist  at  the  Cleveland  Clinic,  performed  the  first 
selective  coronary  angiograma  in  1958  quite  by  accident.” 
He  was  attempting  to  inject  a large  bolus  of  contrast 
media  retrogradely  across  the  aortic  valve  into  the  left 
ventricle  and,  after  the  injection,  found  that  the  dye  had 
gone  into  the  right  coronary  artery  rather  than  into  the 
left  ventricle.  Since  the  visualization  of  the  coronary 


Table  II 

Alexis  Carrel  Cardiovascular  Experiments 

1902  Triangulation  vascular  anastomosis  ( 17) 

1905  Reimplantation  of  severed  limbs  (18) 

1907  Reimplantation  of  thyroid  glands  and  kidneys  (18) 

1907  Transplanting  a heart  or  heart  and  lungs  (18) 

1910  Coronary  Artery  Bypass  (19) 

1910  Cautery,  section  and  suture  of  heart  valves  (19) 

1912  Segment  of  vein  to  replace  an  artery  (20) 

1912  Preservation  of  tissue  in  vitro  (21) 

1930s  Lindbergh  perfusion  pump  (22) 


Table  III 

20th  Century  Nonsurgical  Advances 


1904 

Sauerbrauch  (23) 
and  Meyer  (24) 

1904 

Landsteinser  (25) 

191 1 

Meltzer  and 

Auer  (26) 

1912 

Einthoven  (27) 

1916 

McLean  (28) 

1929 

Forssmann  (29) 

1936-38 

Robb  and 
Steinberg  (30) 

1958 

Sones  (31) 

Negative  Pressure  Chambers 
For  Thoracic  Surgery 

Blood  Groups 
Endotracheal  Anesthesia 

EKG  Patterns  in  Heart  Disease 
Heparin 

Cardiac  Catheterization 
Angiocardiography 

Coronary  Angiography 
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artery  was  mush  superior  to  root  injection  and  since  the 
patient  tolerated  the  procedure  well,  he  then  proceeded  to 
develop  the  technique  of  selective  coronary  arteriography 
that  led  to  the  explosive  application  of  direct  coronary 
artery  surgery. 

After  the  introduction  of  endarterectomy  for  occlusive 
disease  of  the  abdominal  aorta  and  its  branches,  similar 
techniques  were  subsequently  proposed  for  occlusive 
disease  of  the  coronary  arteries.  Bailey  performed  the  first 
successful  coronary  endarterectomy  at  normothermia 
without  cardiopulmonary  bypass  in  1956.“  Longmire 
and  associates  reported  a successful  outcome  in  5 of  9 
patients  subjected  to  endarterectomy  of  the  right  and  left 
anterior  descending  coronary  arteries  by  means  of  a 
direct  approach  without  cardiopulmonary  bypass.” 
Endarterectomy  alone  did  not  achieve  consistent  results, 
especially  when  attempted  in  the  left  coronary  system. 
Inability  to  totally  remove  atheromatous  cores  and 
frequent  re-oclussion  due  to  local  thrombosis  made  the 
procedure  unacceptable. 

In  I960  Dubost  and  associates  reported  the  first  case  of 
operation  for  obstruction  due  to  syphilitic  blockage  of 
the  coronary  artery  ostium.”  A complete  occlusion  of  the 
right  coronary  ostium  was  found  and  successfully 
corrected  through  a transaortic  approach  with  the  aid  of 
total  cardiopulmonary  bypass  and  profound  hypothermia 
with  circulatory  arrest.  It  was  stated  that  the  patient  was 
cured  from  angina.  This  appears  to  be  the  first  case  of 
coronary  artery  surgery  in  which  cardiopulmonary 
bypass  was  used. 

The  first  reported  aortocoronary  bypass  graft  using 
saphenous  vein  was  performed  by  Sabiston  in  1962  but 
the  patient  died  shortly  afterwards  after  sustaining  a 
cerebrovascular  accident.”  At  autopsy,  thrombus  was 
present  at  the  proximal  anastomosis,  and  it  was 
presumed  an  embolus  from  this  site  as  responsible  for  the 
brain  infarct.  This  operation  was  performed  without 
cardiopulmonary  bypass  and  seems  to  be  the  first 
saphenous  vein-coronary  artery  bypass  performed  on  a 
human  being. 

In  1962  Effler  performed  the  first  successful  direct 
coronary  artery  operation  in  the  United  States.”  The 
operation  consisted  of  direct  endarterectomy  with  vein 
patch  grafting  under  cardiopulmonary  bypass  and 
profound  hypothermia.  In  1964  he  reported  on  four 
patients  treated  by  this  method  of  whom  three  survived. 
The  four  patients  were  selected  from  1,500  who  had  had 
selective  coronary  angiograms  performed  by  Sones  at  the 
Cleveland  Clinic  from  1958  to  1964.  Effler  stated  in 
dossing  the  discussion  of  his  paper  at  the  American 
Association  for  Thoracic  Surgery  meeting,  “I  can’t 
remember  when  so  much  has  been  said  by  people  who 
know  so  little  about  the  most  important  subject  that  is  the 
future  of  cardiovascular  surgery”.  By  1967  Effler  had 
increased  his  series  of  endarterectomies  to  71,  selected 
from  6,000  patients  who  had  undergone  coronary 
arieriography.” 

Garrett,  Dennis,  and  DeBakey  in  1973  reported  a 7- 
year  follow  up  on  what  apparently  was  the  first  successful 
saphenous  vein-coronary  artery  bypass  performed  in  the 
world  on  a 42-year-old  man  on  November  23,  1964.”  The 
preoperative  plan  was  to  perform  an  endarterectomy  on 


the  left  anterior  descending  coronary  artery,  but  this  was 
found  to  be  impossible  at  the  operation.  Therefore,  a 
piece  of  saphenous  vein  was  obtained,  reversed,  and 
anastomosed  to  the  ascending  aorta  by  means  of  a partial 
occluding  clamp.  The  patient  was  heparinized  and 
cannulated  for  bypass  in  the  event  of  ventricular  fibri- 
llation. Vascular  clamps  were  placed  on  the  left  anterior 
descending  coronary  artery  proximal  and  distal  to  the 
block,  and  the  vein  was  anastomosed  end-to-side  to  the 
artery  distal  to  the  block.  The  heart  did  not  fibrillate 
during  the  23  minutes  of  coronary  occlusion,  and  thus 
cardiopulmonary  bypass  was  not  employed.  The  vein 
graft  was  shown  to  be  patent  upon  restudy  7 years  later 
and,  although  there  was  now  complete  occlusion  of  the 
proximal  left  anterior  descending  coronary  artery  and 
progression  of  disease  in  the  right  coronary  artery,  the 
patient  was  alive  and  clinically  improved.  The  patient 
subsequently  died  one  year  later  with  a myocardial 
infarction  in  the  distribution  of  the  anterior  descending 
artery  distal  to  the  patent  graft. 

In  1966  Kolessov  in  Leningrad  described  the  first  direct 
internal  mammary  anastomosis  to  the  coronary  artery  in 
the  human  being.  He  did  not  use  preoperative  angio- 
gram but  depended  upon  manual  palpation  to  locate  the 
obstructive  lesions  in  the  left  anterior  descending 
coronary  artery.  He  also  did  not  employ  cardiopulmonary 
bypass.  He  reported  on  six  patients  with  five  survivors,  all 
stated  to  have  had  improvement  in  their  angina. 

In  May,  1967,  Favaloro  performed  at  the  Cleveland 
Clinic  his  first  coronary  artery  operation  using  a 
saphenous  vein  autograft  to  replace  a segmental  excision 
of  a stenotic  right  coronary  artery.'”  Later  in  1967 
Favaloro  began  to  anastomose  the  saphenous  vein  end  to 
end  from  the  ascending  aorta  to  the  transected  distal  right 
coronary  artery.  At  that  time  Favaloro  and  Effler 
thought  that  linear  flow  was  necessary  and  that  an  end- 
to-side  bypass  would  cause  turbulence  and  result  in 
obstruction  of  the  vein.  Favaloro’s  early  operations  were 
limited  to  the  right  coronary  artery,  and  only  after  the 
first  year  experience  he  began  to  perform  end-to-side  vein 
graft  to  coronary  artery  anastomosis.  Johnson,  in 
Milwaukee,  quickly  perceived  the  significance  of  the 
pioneer  work  of  Favaloro,  and  made  the  quantum  step  of 
extending  the  procedure  to  the  left  coronary  artery 
system  and  championed  the  use  of  multiple  bypasses  in 
order  to  achieve  complete  myocardial  revascularization.  ” 

In  February,  1968,  Bailey  reported  the  first  successful 
internal  mammary  - coronary  artery  bypass  in  the  United 
States.  It  consisted  of  a right  internal  mammary  - distal 
right  coronary  artery  bypass  with  cross-clamping  of  the 
coronary  artery  during  construction  of  the  anastomosis. 
Also  in  February,  1968,  Green  and  associates  performed 
at  New  York  University  what  appears  to  be  the  first 
reported  successful  internal  mammary  artery  bypass  to 
the  left  anterior  descending  coronary  artery  in  the  United 
States. The  operation  was  performed  with  cardiopul- 
monary bypass,  fibrillation,  and  temporary  occlusion  of 
the  distal  left  anterior  descending  coronary  artery  at  the 
site  of  the  anastomosis.  Three  of  the  first  nine  patients 
operated  on  by  Green  died  within  30  days  of  operation;  in 
each,  myocardial  infartion  had  ocurred  in  areas  that  were 
not  perfused  by  the  single  internal  mammary  artery 
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bypass.  This  finding  led  Green  to  combine  internal 
mammary  artery  with  multiple  saphenous  vein  grafts, 
and  subsequently  the  operative  mortality  was  reduced  to 
less  than  5 percent. When  it  became  clear  that  patency 
rates  of  internal  mammary  artery  anastomoses  were 
significantly  higher  than  those  of  saphenous  vein 
grafts, application  of  double  internal  mammary 
artery  anastomoses  was  begun. 

The  rest  of  the  coronary  artery  surgery  history  is 
characterized  by  the  widespread  application  of  the.se 
scientifically  sound  surgical  principles  and  techniques 
(Table  IV).  In  the  1970s,  there  was  a tremendous  prolife- 
ration of  cardiovascular  centers  around  the  world  where 
these  techniques  were  applied  on  a daily  basis  with  the 
subsequent  gain  in  expertise  and  the  achievement  of 
excellent  results.  Today,  coronary  artery  surgery  is  the 
most  common  operation  performed  in  the  western 
countries  of  the  world,  approximately  200,000  procedures 
per  year  in  the  United  States  alone,  with  mortality  rates 
well  below  2 percent  in  good  risk  patients.  Considering 
that  coronary  artery  disease  continues  to  be  the  leading 
cause  of  death  in  all  the  industrialized  countries  of  the 
world,  it  is  reasonable  to  expect  even  further  advance- 
ments and  refinements  in  the  techniques  of  coronary 
artery  surgery  which  is  only  finishing  its  second  decade  of 
history. 

Table  IV 


Myocardial  Revascularization,  Phase  II 


1956 

Bailey  (33) 

Coronary  Endarterectomy 

1958 

Sones  (3 1 ) 

Coronary  Angiography 

1962 

1962 

Sabiston  (36) 
Effier  (37) 

CABG  with  Autologous  Saphenous  Vein 
Coronary  Endarterectomy  with  Vein 
Patch  Grafting  under  Cardiopulmonary 
Bypass  and  Profound  Hypothermia 

1964 

Garrett  (39) 

First  Successful  CABG  with 

Autologous  Saphenous  Vein. 

1966 

Kolesssov  (40) 

First  IMA-CABG 

1967 

Ea valoro  (41 ) 

First  series  of  patients  with  CABG 

To  RCA  using  Cardiopulmonary  Bypass 
and  Hypothermia. 

1968 

Johnson  (42) 

First  series  of  patients  with  LCA 

RCA,  CABG’s 

1968 

Green  (44) 

First  series  of  patients  with  IMA-CABG 

CABG'  Coronary  Artery  Bypass  Graft 
IMA  : Internal  Mammary  Artery 
fCA  : Left  Coronary  Artery 
RCA  : Right  Coronary  Artery 


Resumen:  Se  hace  un  repaso  de  la  historia  de  la  cirugía 

de  las  arterias  coronarias  con  especial  atención  a los 
acontecimientos  paralelos  de  las  ciencias  médicas,  los 
cuales  hicieron  posible  la  aplicación  de  técnicas  muy 
sofisticadas  al  diagnóstico  y tratamiento  de  la  enfermedad 
isquémica  del  corazón.  La  fase  I de  la  cirugía  de  revascu- 
larización incluyó  varios  procedimientos  que  estaban 
condenados  al  fracaso  porque  el  tratamiento  no  puede 
anteceder  el  diagnóstico.  El  comienzo  de  la  fase  II  fue  el 
descubrimiento  que  hizo  época,  por  Sones  en  el  1958  de  la 


angiografía  coronaria  selectiva.  Hace  tiempo  que  los 
filósofos  han  expresado  que  la  búsqueda  de  la  verdad  puede 
conducir  a recompensas  incalculables:  la  angiografia 
coronaria,  originalmente  destinada  a ser  un  procedimiento 
de  diagnóstico,  hizo  una  realidad  la  cirugía  de  revasculari- 
zación. Hoy  la  cirugia  de  las  arterias  coronarias  es  la 
operación  más  comúnmente  practicada  en  las  principales 
clínicas,  instituciones  académicas  y hospitales  de  la 
comunidad  de  los  países  del  mundo  occidental. 
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La  Práctica  de  la  Medicina  Moderna  y el 
Concepto  de  Administración  de  Riesgos 

Iván  E.  Colón.  MUSA* 


#|ue  podemos  conceptualizar  como  la  práctica  de  la 
medicina  moderna?  Que  factores  han  hecho  de  la 
prédica  médica  una  actividad  sumamente  compleja  y 
comprometedora  para  los  profesionales  que  participan 
en  esta?  ¿Que  es  Administración  de  Riesgos  y como  el 
concepto  puede  contribuir  positivamente  al  desenvolvi- 
miento del  médico  dentro  de  su  práctica?  Estas  y otras 
interrogantes  nos  servirán  como  marco  para  el  desarrollo 
de  nuestro  tema. 

Discusión 

La  práctica  de  la  medicina  moderna  se  caracteriza  por 
un  mayor  envolvimiento,  y hasta  cierto  punto, dependen- 
cia de  la  tecnología  biomédica  y una  mayor  complejidad 
de  los  procesos  médico-administrativos  que  regulan  la 
práctica  de  la  medicina.  Esta  tecnología  se  ha  hecho 
necesaria  para  el  diagnóstico  más  preciso  de  las 
condiciones  que  aquejan  a los  pacientes  y al  desarrollarse 
esta  tecnología  y mejorarse  el  acceso  de  los  pacientes  a los 
servicios  médicos  ha  sido  necesario  establecer  mecanis- 
mos administrativos  que  encaminen  la  práctica  de  la 
medicina.  Es  interesante  ver  como  el  aumento  en  la 
accesibilidad  y disponibilidad  de  los  servicios  de  salud  ha 
ocasionado  que  aumenten  las  regulaciones  y controles 
sobre  los  que  ofrecen  los  servicios  de  salud. 

Se  puede  percibir  que  existen  ciertos  factores  que  han 
influido  en  la  práctica  de  la  medicina,  propiciando 
actividades  en  el  control  de  riesgos. 

1 .  La  primera  de  estas  fuerzas  es  la  tecnología.  Esta  ha 
sido  un  factor  importante,  ya  que  los  avances  tecno- 
lógicos han  traído  más  procedimientos,  más  compli- 
cados, de  más  riesgo  y más  costosos  para  el  paciente. 
El  médico  a su  vez  se  ve  en  la  necesidad  y obligación 
de  tener  que  utilizar  esta  tecnología  avanzada  para 
poder  documentary  justificar  sus  diagnósticos.  Estos 
procedimientos  exponen  al  paciente  a riesgos  tales 
como  reacciones  a tintes  radiactivos,  prolongación 
del  tiempo  de  su  estadía  en  el  hospital,  etc. 


Administrador  Asociado,  Centro  Médico.  San  Pablo,  Bayamón  Puerto 
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2.  La  segunda  de  estas  fuerzas  es  la  de  control  de  costos. 
Esta  es  una  fuerza  de  tipo  económica  que  tiene  gran 
repercusión  en  el  tratamiento  del  paciente.  Hoy  en 
día  se  controla  mucho  más  la  accesibilidad  y utiliza- 
ción de  los  servicios  médicos  por  medio  de 
organismos  reguladores  como  son  el  “PRO”  y los 
comités  de  revisión  de  utilización.  Esto  muchasveces 
fuerza  al  hospital  y al  médico  a limitar  su 
intervención  con  el  paciente  para  poder  lograr  un 
diagnóstico  y la  recuperación  del  paciente  con  menos 
procedimientos  de  examen  y menos  terapias.  El 
efecto  de  esto  es  que  el  margen  para  equivocarse  en  el 
diagnóstico  y tratamiento  es  mayor  y el  hospital  y el 
médico  se  exponen  más  a futuras  reclamaciones  o 
demandas. 

3.  La  tercera  fuerza  principal  es  la  de  la  especialización 
médica,  esta  tiene  cierta  relación  con  la  tecnología 
pero  es  más,  abarcadora  e importante.  Hoy  en  día 
más  pacientes  de  condiciones  agudas  logran  recu- 
perarse gracias  a los  avances  científicos  en  el  área  de 
la  medicina,  pero  en  algunos  casos  este  avance  en  el 
conocimiento  logra  prolongar  la  vida  de  un  paciente 
a base  de  una  mayor  inversión  de  capital  y de  realizar 
procedimientos  más  complicados  en  los  que  el  riesgo 
para  el  paciente  es  mayor. 

4.  La  cuarta  fuerza  importante  es  la  reciente  preocupa- 
ción de  los  consumidores  de  los  servicios  de  salud  por 
la  calidad  del  cuidado  al  paciente.  Actualmente,  a 
los  hospitales  y médicos  se  les  exige  más  garantías  en 
torno  a la  calidad  del  cuidado  al  paciente.  Esto  tiende 
a crear  una  mayor  cantidad  de  exigencias  y 
expectativas  sobre  el  resultado  del  tratamiento  a su 
vez  produce  más  frustaciones  e inconformidad  entre 
los  pacientes. 

5.  Exigencias  de  agencias  reguladores  (Joint  Com- 
mission, Medicare,  Departamento  de  Salud):  estas 
incluyen  aspectos  sobre  la  calidad  del  cuidado  al 
paciente  en  sus  regulaciones  y exigen  a las  institu- 
ciones que  demuestran  como  controlar  los  riesgos  a 
los  que  se  exponen  pacientes,  empleados  y visitantes. 

6.  El  aumento  en  las  primas  de  seguros:  Esto  ha 
motivado  a los  hospitales  y médicos  a autoasegurarse 
y asumir  el  riesgo  que  anteriormente  se  le  transfería  a 
la  compañía  aseguradora. 
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El  aumento  en  las  primas  se  debe  a dos  razones 
principales.  La  primera  es  el  aumento  en  litigios  por 
impericia  y responsabilidad  pública  y la  segunda  es  la 
crisis  económica  que  esta  atravesando  la  industria  de 
los  seguros.  Esta  última  se  debe  a la  marcada 
disminución  en  las  tasas  de  interés  que  hace  menos 
económicamente  viables  las  inversiones  que  las 
compañías  aseguradoras  realizan  para  generar  sus 
ingresos.  Para  estas  compañías  mantenerse  viables, 
tienen  que  aumentar  sus  primas,  deshacerse  de  los 
riesgos  más  peligrosos  o adoptar  ambas  acciones. 

7.  El  nuevo  auge  en  el  concepto  de  la  garantía  de 
calidad  ha  impulsado  a los  hospitales  a envolverse  en 
actividades  que  ayuden  a mantener  la  calidad  del 
cuidado  médico,  reducir  o limitar  la  responsabilidad 
legal  y mantener  la  armonía  entre  los  controles  de 
utilización  y las  exigencias  de  calidad. 

Existen  otras  fuerzas  de  igual  o mayor  importancia  que 
éstas,  pero  lo  que  se  trata  de  presentar  es  que  los  profe- 
sionales de  la  salud  se  han  visto  en  la  necesidad  de  hacer 
ajustes  e implantar  acciones  que  le  permitan  contrarestar 
esta  fuerzas  sin  comprometer  el  cuidado  de  la  salud  del 
paciente.  Por  esta  razón  es  que  surge  el  concepto  de 
gerencia  de  riesgos. 

El  concepto  de  Administración  de  Riesgos  se  define 
como  la  relación  entre  la  disciplina  de  los  seguros  y los 
controles  de  calidad.  Esta  relación  comprende  activida- 
des diseñadas  para  minimizar  efectos  adversos  por 
concepto  de  pérdidas  económicas  en  facilidades  de  salud. 
Estas  actividades  conllevan  la  identificación  y evaluación 
de  la  probabilidad  de  que  ocurra  un  incidente,  medidas 
de  prevención  de  incidentes  y reducción  o control  de 
pérdidas.  Las  gestiones  realizadas  en  estas  áreas  deben 
incluir  el  manejo  de  reclamaciones  por  medio  de  la 
creación  de  fondos  o reservas  para  pérdidas  y el 
financiamiento  del  riesgo.  Este  financiamiento  del  riesgo 
será  por  medio  de  pago  a alguna  entidad  para  que  asuma 
este  riesgo  (comprar  una  póliza  de  seguro)  o creando  un 
fondo  de  capital  para  el  autoseguro. 

Todo  programa  o actividad  en  el  área  de  gerencia  de 
riesgos  debe  contener  tres  actividades  fundamentales  en 
el  proceso  de  administrar  los  riesgos. 

La  primera  de  estas  actividades  es  la  de  identificación 
de  riesgos  en  su  práctica.  A nivel  institucional,  esta 
actividad  se  logra  a través  de  los  sistemas  de  reportes  de 
incidentes  y otras  fuentes  de  información  del  hospital, 
tales  como  las  demandas  o reclamaciones,  los  reportes  de 
los  comités  de  facultad,  los  programas  de  garantía  de 
calidad,  etc. 

A nivel  de  la  práctica  de  oficina  el  médico  puede  identi- 
ficar a través  del  intercambio  con  sus  pacientes,  niveles  de 
insatisfacción  que  podrían  traducirse,  en  un  futuro,  en 
una  reclamación  o demanda. 

La  segunda  de  estas  actividades  es  la  del  análisis  de  los 
riesgos.  Esta  actividad  surge  de  la  información  que 
provee  la  identificación  de  riesgos  y envuelve  el  análisis  y 
medida  del  potencial  de  pérdidas  de  cada  riesgo  que 
existe  en  la  institución. 

El  análisis  del  riesgo  toma  en  consideración  aspectos 
sobre  magnitud  y alcance  del  riesgo  en  la  prestación  del 
servicio  a que  se  refiere. 


La  tercera  de  estas  actividades  es  la  evaluación  y 
prevención  de  riesgos.  Esta  actividad  consiste  en  evaluar 
los  riesgos  y proponer  sistemas  o prácticas  que  minimicen 
el  impacto  o efecto  de  los  mismos,  o que  eviten  la 
ocurrencia  de  eventos  o situaciones  que  propicien  la 
exposición  a dichos  riesgos. 

¿Que  debe  hacer  el  médico  para  minimizar  su  exposi- 
ción a los  riesgos  inherentes  a su  práctica? 

Estas  actividades  del  médico  las  podemos  ver  en 
dos  (2)  facetas.  La  primera  sería  la  faceta  preventiva  y la 
segunda  la  faceta  defensiva. 

En  la  primera  faceta  el  médico  debe  buscar  minimizar 
los  eventos  o incidentes  que  lo  exponen  al  riesgo  de  ser 
demandado  o reclamado  de  la  siguiente  forma: 

a)  Educación  sobre  Control  de  Riesgos:  El  término 
educación  comprende  el  cambio  de  actitudes  por 
medio  del  aprendizaje.  El  médico  tiene  que  realizar 
una  práctica  de  medicina  consciente,  que  exponga  a 
sus  pacientes  al  menor  riesgo  posible,  tomando  en 
consideración  las  alternativas  disponibles. 

b)  El  cuidado  médico  apropiado:  El  cuidado  médico 
apropiado  consiste  en  aquellas  actividades  que  se 
realizan  dentro  de  las  prácticas  aceptables  de  la 
especialidad  médica.  En  otras  palabras,  el  médico 
debe  tratar  de  mantener  su  práctica  dentro  de  los 
parametros  establecidos  por  la  comunidad  profesional. 

c)  La  Comunicación:  La  comunicación  es  el  instru- 
mento preventivo  más  importante  dentro  de  la  prác- 
tica de  cualquier  médico.  El  médico  que  mantiene 
una  comunicación  efectiva  con  sus  pacientes  y los 
familiares  de  éste  logra  una  recuperación  más  eficaz. 
El  mantener  comunicación  con  sus  pacientes  provee 
al  médico  con  la  capacidad  de  evaluarla  percepción 
que  tienen  los  pacientes  y sus  familiares  sobre  el 
tratamiento  que  están  recibiendo.  De  forma  que  si  se 
detecta  cualquier  inconformidad  con  el  tratamiento 
que  estos  reciben,  el  problema  se  puede  resolver  a 
tiempo  sin  necesidad  de  llegar  a consecuencias 
funestas  para  el  médico  y el  paciente. 

En  la  faceta  defensiva  se  encuentra  una  actividad  de 
suma  importancia  para  el  concepto  de  Administración  de 
Riesgos,  pero  que  también  incide  sobre  el  aspecto  de 
utilización.  Esta  actividad  es  la  de  documentación.  El 
concepto  de  documentación  es  uno  muy  amplio  que 
incluye  desde  la  documentación  de  los  expedientes 
médicos,  ya  sean  de  oficina  u hospitalarios,  hasta  la 
documentación  de  actividades  como  los  programas  de 
Garantía  de  Calidad  y comités  de  Eacultad  Médica. 

Para  resumir  el  concepto  de  documentación  podemos 
decir  que  es  bien  importante  que  el  médico  desarrolle  la 
destreza  mecánica  que  lo  capacita  en  esta  área  de  la 
práctica  médica.  Debemos  recordar  que  al  documentar 
un  expediente,  lo  debemos  hacer  tomando  en  conside- 
ración que  terceras  personas  pueden  en  algún  momento 
evaluar  el  mismo. 

Cuando  el  médico  escribe  en  el  expediente  médico,  ya 
sea  en  el  hospital  o su  oficina,  este  debe  considerar  lo 
siguiente: 

1.  En  el  expediente  se  deben  identificar  las  fuentes  de 
información  utilizadas  para  llegar  al  diagnóstico  y 
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tratamiento  ordenado.  Debe  distinguirse  entre  el  his- 
torial relatado  por  el  paciente,  datos  obtenidos  de 
opiniones  de  consultores  y los  hallazgos  objetivos  del 
médico. 

2.  El  médico  debe  hacerdistinguible  en  forma  clara  cual 
es  su  opinión  basada  en  sus  propias  impresiones  y 
consideraciones  de  los  datos  subjetivos  y cual  es  la 
opinión  de  otros  proveedores  que  pudieran  contri- 
buir a la  decisión  del  médico. 

3.  El  médico  debe  limitar  sus  comentarios  escritos  en  el 
expediente  a lo  pertinente  al  diagnóstico  y trata- 
miento del  paciente.  Se  debe  evitar  hacer  referencia  a 
opiniones  no  clínicas  relacionadas  con  el  cuidado 
ofrecido  por  otros  profesionales  que  intervengan  con 
el  paciente.  Especialmente,  se  deben  evitar  comenta- 
rios escritos  que  puedan  asignar  culpa  o responsa- 
bilidad, producto  de  eventos  no  esperados,  o inciden- 
tes con  el  paciente.  De  desear  traer  la  atención  a estos 
asuntos,  se  debe  hacer  a través  de  otros  mecanismos 
institucionales. 

4.  El  expediente  de  la  oficina  debe  estar  documentado 
de  forma  clara  y organizada.  Debe  aparecer  regis- 
trado el  tratamiento  ordenado  y como  se  le  explicó  al 
paciente. 

Un  expediente  incompleto  o deficiente  puede  ser  muy 
dañino  y puede  crear  impresiones  erróneas  a terceras 
personas  que  evalúen  el  manejo  del  paciente.  El  riesgo  de 
que  un  incidente  con  un  paciente  se  convierta  en  un  resul- 
tado negativo  para  el  médico,  aumenta  cuandoel  médico 
se  aleja  de  los  principios  de  la  redacción  de  expedientes 
médicos. 


Conclusión 

Uno  de  los  productos  principales  de  un  programa  de 
gerencia  de  riesgos  es  que  coloca  al  médico  en  una  pers- 
pectiva de  “alerta”  como  ningú  i otro  concepto  puede 
hacerlo.  A través  del  concepto  se  unen  los  esfuerzos  de 
todas  las  profesiones  y se  dirigen  hacia  una  meta  en 
común;  se  trabaja  para  cuidar  al  paciente  en  forma 
responsable.  Esto  significa  que  se  trabaja  para  mejorar  la 
condición  del  paciente,  no  se  le  inflige  daño  alguno  y se 
protege  a este  de  cualquier  riesgo  innecesario.  Se  logra 
esto  a través  de  formar  conciencia  entre  los  profesionales 
sobre  la  responsabilidad  de  sus  actuaciones  y como  deben 
mejorarse  en  busca  de  minimizar  el  riesgo  de  sus  activi- 
dades relacionadas  con  el  paciente. 

Se  logra  ésto  a través  de  una  completa  comunicación 
entre  las  partes;  o sea,  lo  que  le  pase  al  paciente  es 
responsabilidad  de  todos  los  que  comparten  el  cuidado 
del  paciente  no  importa  que  día,  que  turno  o en  que  sitio 
del  hospital  se  encuentren.  A través  de  esta  comunicación 
continua  se  desarrolla  el  sentido  de  alerta  tan  necesario 
para  la  prevención,  detección  y solución  de  cualquier 
problema  que  pueda  surgir  en  el  tratamiento  del  paciente. 
Es  nuestra  responsabilidad  como  profesionales  de  la 
salud  proveer  el  mejor  cuidado  médico  posible,  al  menor 
costo  posible  y con  el  menor  riesgo  posible. 
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Las  Relaciones  Públicas  como  Instrumento 
en  el  Control  de  Riesgos 


Iván  E.  Colón,  MUSA* 


En  los  últimos  meses  ha  estado  ocurriendo  en  Puerto 
Rico  una  situación  de  suma  importancia  para  todos 
los  profesionales  de  la  salud.  Esta  situación  ha  sido 
denominada  como  la  Crisis  de  la  Impericia  Médica. 
Aunque  las  razones  de  la  crisis  han  sido  explicadas  por 
muchas  personas  como  unas  de  tipo  económico,  lo  que 
nos  interesa  discutir  en  esta  exposión  es  una  de  las  formas 
de  como  los  profesionales  de  la  salud  se  pueden  enfrentar 
a esta  crisis  con  instrumentos  no  económicos. 

Se  ha  argumentado  que  esta  crisis  está  causando  que 
los  profesionales  tomen  una  posición  reactiva.  Esto  es, 
que  su  reacción  debe  ser  la  de  mejorar  sus  destrezas, 
evitar  riesgos  innecesarios  y tener  mejor  documentación 
médica.  En  resumen,  tomar  una  postura  defensiva  ante  el 
problema.  La  práctica  de  esta  medicina  defensiva, 
aunque  necesaria,  podría  ser  una  forma  más  efectiva  para 
la  defensa  de  una  demanda  que  para  la  prevención  de 
una. 

Tradicionalmente  se  asumía  que  las  demandas  por 
impericia  médica  eran  el  resultado  de  un  incidente 
ocurrido  donde  se  cuestionaba  el  conocimiento  clínico  de 
los  profesionales  envueltos  en  el  tratamiento.  A través  de 
la  investigación  se  ha  descubierto  que  una  gran  cantidad 
de  las  demandas  están  relacionadas  y se  deben  directa- 
mente al  desconocimiento  y/o  desorientación  del 
paciente  sobre  el  tratamiento  que  va  a recibir.  Este 
desconocimiento  y/o  desorientación  causa  una  insatis- 
facción y ansiedad  que  el  paciente  canalizará  a través  del 
único  instrumento  de  venganza  que  el  conoce:  LA 
DEMANDA. 

¿Por  qué  ocurre  este  fenómeno  de  confusión  e insatis- 
facción? ¿Qué  los  motiva  al  llevar  una  demanda  contra  el 
médico  o el  hospital?  Es  claro  que  si  conocemos  y enten- 
demos sus  fuentes  de  inconformidad,  estaremos  mejor 
capacitados  para  prevenir  y eliminar  por  lo  menos 
algunas  de  las  razones  para  demandarnos. 

¿Por  qué  se  produce  la  Demanda? 

Cuando  en  el  campo  de  la  salud  nos  referimos  al 
término  satisfacción,  lo  debemos  hacer  en  forma 
diferente  a la  que  usamos  cuando  nos  referimos  a un 
negocio.  A diferencia  de  otros  productos,  los  servicios  de 
salud  intervienen  directamente  con  el  bienestar  personal 
y en  algunas  ocasiones  pueden  llegar  a situciones  de  vida 
o muerte.  Además,  estos  se  extienden  más  allá  del 
paciente  individual  y repercuten  en  los  parientes  y 
amigos. 
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Dada  la  expectativa,  el  envolvimiento  y la  intimidad 
inherente  a las  relaciones  médico-paciente,  es  fácil  ver 
porque  los  servicios  prestados  por  los  médicos  y demás 
profesionales  de  la  salud  pueden  llegara  niveles  extremos 
de  satisfacción  o insatisfacción.  En  contraste  con  lo  que 
sucede  cuando  uno  (como  consumidor)  no  esta  satisfecho 
con  un  producto,  lo  devuelve  y pide  que  le  reembolsen  su 
dinero,  los  pacientes  cuando  no  están  satisfechos  con  los 
servicios  de  salud,  perciben  como  mucho  más  limitadas 
sus  alternativas  o posibles  acciones. 

El  paciente  no  puede  devolver  el  producto  porque  no  es 
tangible  y quejarse  del  servicio  recibido  no  lo  libera  de  la 
angustia  o sufrimiento  incurrido.  Básicamente,  sus  únicas 
alternativas  son:  1)  No  hacer  nada  o,  2)  Demandar.  Y su 
acción  final  dependerá  del  grado  de  insatisfacción  que 
sienta. 

Cómo  mantener  al  paciente  satisfecho 

En  este  punto  podemos  inferir  que  los  principios  de 
relaciones  públicas  aplicados  al  campo  de  la  salud 
pueden  ayudar  a satisfacer  las  necesidades  de  su  paciente 
y que  los  pacientes  satisfechos  rara  vez  demandan.  No 
podemos  perder  de  vista  el  hecho  de  que  ustedes,  como 
profesionales  de  la  salud,  pueden  cometer  errores  o 
infligir  daños  en  pacientes  y pensar  que  estos  no  los 
demandarán  porque  sus  facilidades  son  cómodas,  su 
personal  es  cortés  y porque  usted  los  trata  bien.  No  es 
suficiente. 

La  clave  para  mantener  a los  pacientes  satisfechos 
reside  en  el  principio  de  orientación  del  consumidor.  Este 
término  se  refiere  a que  la  satisfacción  del  paciente  debe 
ser  el  centro  de  todos  sus  esfuerzoscomo  profesionales  de 
la  salud. 

Torn  Peters,  en  su  libro  titulado  EN  BUSCA  DE  LA 
EXCELENCIA,  se  expresó  como  sigue:  “probablemente 
el  fundamento  gerencial  más  importante  que  hoy  en  día 
se  ignora  es  el  de  mantenerse  cerca  del  consumidor  o 
cliente  de  tal  forma  que  permita  satisfacer  sus  necesi- 
dades y anticipar  sus  deseos.”  Esta  cita  dice  mucho  sobre 
el  problema  de  impericia  médica. 

Tradicionalmente  la  práctica  de  la  medicina  ha  sido 
orientada  hacia  servicios  y no  orientada  hacia  el  paciente. 
Esto  no  significa  que  los  profesionales  de  la  salud  no 
estén  interesados  en  sus  pacientes.  Lo  que  significa  es  que 
los  profesionales  han  dirigido  sus  esfuerzos  principal- 
mente hacia  alcanzar  lo  que  ellos  perciben  como  la  recu- 
peración del  paciente  y no  han  tomado  en  consideración 
la  percepción  del  paciente  y la  satisfacción  de  éste  con  el 
tratamiento  recibido.  Las  investigaciones  sobre  merca- 
deo han  identificado  tres  necesidades  o deseos  que  carac- 
terizan al  paciente  de  hoy  en  día.  Estas  tres  se  correla- 
cionan inversamente  con  la  insatisfacción  del  paciente  y 
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todas  conciernen  con  lo  que  podría  ser  el  concepto  más 
importante  para  crear  una  percepción  favorable  en  el 
paciente:  este  es  comunicación. 

El  paciente  desea: 

1.  Más  diálogo:  las  personas  están  más  propensas  a 
demandar  cuando  entienden  que  el  doctor  o profe- 
sional de  la  salud  no  explicó  adecuadamente  su 
estado  de  salud.  Estas  desean  más  y mejor  comuni- 
cación con  los  profesionales  que  intervienen  en  su 
tratamiento. 

Siendo  los  médicos  responsables  por  haber  creado  un 
aureola  de  misterio  acerca  de  su  profesión,  es  respon- 
sabilidad de  ellos  establecer  canales  abiertos  de 
comunicación  entre  ellos  mismos,  los  pacientes  y 
otros  envueltos  en  el  cuidado  del  paciente.  Todos  los 
profesionales  de  la  salud  deben  asegurarse  de  que  sus 
pacientes  tienen  un  entendimiento  claro  de  los 
servicios  que  están  recibiendo,  costo  probable  y 
posibles  resultados.  Este  diálogo  debe  mantenerse  a 
través  de  todos  los  procesos  relacionados  con  el 
paciente  de  forma  tal  que  todas  las  partes  se  manten- 
gan informadas  en  todo  momento.  Esto  le  dará  al 
paciente  unas  expectativas  más  reales  del  resultado 
final  de  su  tratamiento. 

2.  Más  información  sobre  salud:  la  mayoría  de  los 
pacientes  consideran  que  los  médicos  y demás 
profesionales  de  la  salud  no  emplean  suficiente 
tiempo  en  proveer  más  información  que  les  ayude  a 
mantener  un  mejor  estado  de  salud.  Es  importante 
que  el  paciente  perciba  que  el  profesional  a cargo  de 
su  cuidado  se  preocupa  por  todas  las  facetas  de  su 
salud. 

El  profesional  de  la  salud  debe  hacer  buen  uso  de  su 
tiempo  y del  de  su  paciente  para  que  se  optimice  su 
interrelación  con  el  paciente. 

3.  Más  envolvimiento:  todo  profesional  de  la  salud 
debe  tratar,  siempre  que  sea  posible,  que  el  paciente 
se  envuelva  activamente  en  su  propio  tratamiento. 
Este  debe  sentir  que  forma  parte  del  proceso  de 
adoptar  decisiones.  Los  pacientes  deben  percibir  que 
han  sido  debidamente  informados  sobre  su  enferme- 
dad y se  les  deben  ofrecer  las  razones  para  realizar 
pruebas  y tratamientos  específicos.  Esto  los  hará 
sentirse  involucrados  activamente  en  su  tratamiento 
lo  cual  redundará  automáticamente  en  pacientes  más 
satisfechos. 

Como  los  pacientes  evalúan  la  calidad  de  los 
servicios  recibidos 

En  el  pasado  se  pensaba  que  la  calidad  técnica  del  pro- 
fesional de  la  salud  era  el  arma  más  importante  en  contra 
de  las  demandas  por  impericia.  Los  profesionales  creían 
que  si  se  mantenían  educándose  continuamente,  leían 
publicaciones  y se  mantenían  al  día  sobre  la  última 
tecnología,  los  pacientes  los  percibirían  como  profesio- 
nales de  calidad. 

En  realidad  se  ha  encontrado  que  la  mayoría  de  los 
pacientes  no  tienen  idea  como  juzgar  la  calidad  del  profe- 
sional que  los  atiende.  Los  pacientes  utilizan  percepcio- 
nes superficiales  que  no  se  basan  en  la  competencia  del 


profesional,  pero  si  en  la  impresión  posiblemente 
distorsionada  de  las  condiciones  de  la  facilidades  físicas, 
el  trato  y la  actitud  del  personal. 

El  mensaje  que  queremos  traer  es  todo  lo  que  rodea  al 
profesional  de  la  salud  en  su  práctica  debe  ser  conside- 
rado en  el  proceso  de  mercadeo  y relaciones  públicas.  El 
grado  de  satisfacción  que  alcance  el  paciente  podría  estar 
determinado  por  el  profesionalismo  y las  costumbres  de 
todos  los  profesionales  y demás  personal  que  trabajan 
con  el  médico.  Es  necesaria  una  evaluación  profunda  del 
personal  y el  ambiente  que  lo  rodea  en  su  práctica  y la 
insistencia  en  recalcar,  hasta  formar  conciencia,  de  la 
importancia  del  buen  trato  del  paciente. 

Conclusiones 

Analizando  el  área  de  impericia  médica,  desde  la 
perspectiva  del  paciente,  nos  ayuda  a ver  el  problema  de 
una  mejor  forma.  Es  vital  que  todos  nos  orientemos  más 
hacia  el  consumidor,  hacia  sus  necesidades  y deseos  para 
poder  percibir  de  estos,  que  es  lo  que  desean  recibir.  Al 
lograrlo,  podremos  entender  que  es  lo  que  los  satisface  y 
como  nosotros  (como  proveedores  de  servicios  de  salud) 
podemos  contribuir  a esto. 

Es  importante  darnos  cuenta,  que  los  cambios  que 
están  generando  las  fuerzas  que  rodean  al  profesional  de 
la  salud,  junto  al  aumento  en  el  número  de  proveedores, 
que  se  traduce  en  menos  mercado  (entiéndase  pacientes) 
para  cada  uno  de  ellos,  hace  necesario  que  cada 
profesional  esté  consciente  de  la  importancia  de  la 
comunicación,  las  relaciones  públicas  y el  mercadeo  en  su 
área  de  práctica. 

Summary:  Medical  malpractice  is  analyzed  from  the 

point  of  view  of  the  patient.  Prevention  of  litigations  goes 
beyond  the  ability  of  the  provider  to  practice  good 
medicine.  Of  utmots  importance  are  communication  with 
the  patients,  learning  about  and  providing  for  their  needs, 
and  maintaining  harmonuous  relations  that  will  result  in 
satisfaction  of  patients  with  the  services  which  they  receive. 
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A 52  year-old  female  came  to  the  hospital  complaining  of  persistent  shoulder  pain  and 
weakness,  more  so  during  abduction  of  the  shoulder.  Patient  had  a history  of  trauma 
3 months  previously  during  a fall.  Plain  roentgenograms  of  the  shoulderdone  two  times  had  been 
negative  with  no  evidence  of  fracture,  dislocation  or  calcification  of  the  rotator  cuff. 

Patient  was  referred  to  orthopedic  surgeon  who  after  examination  ordered  a shoulder 
arthrogram.  The  results  are  shown  in  figure  1. 


Figure  1 


WHAT  IS  YOUR  DIAGNOSIS? 


Director  of  the  Radiology  Section.  San  Pablo  Medical  Center 
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Diagnosis;  Rotator  Cuff  Tear 

In  a complete  rotator  cuff  tear  the  contrast  material 
and  air  injected  in  the  shoulder  joint  will  extravásate  into 
the  subacromial-subdeltoid  bursa.  Contrast  material  is 
seen  below  the  acromium  process,  lateral  to  the  articular 
cartilage  and  below  the  greater  tuberosity-(subdeltoid 
bursa). 

Partial  rotator  cuff  tear  is  identified  when  the  contrast 
material  extends  above  the  articular  cartilage  of  the 
humeral  head  into  the  rotator  cuff.  No  contrast  enters  the 
subacromial  bursa.  Partial  rotator  cuff  tear  consists  of  a 


tear  that  does  not  extend  through  the  full  width  of  the 
cuff.  Partial  tears  can  occur  either  on  the  superior  or 
inferior  surface  of  the  cuff.  Only  partial  tears  that  involve 
the  inferior  surface  of  the  cuff  can  be  diagnosed  by 
arthroagraphy. 


Discussion 

Arthrography  is  safe  and  simple  to  perform.  Double 
Contrast  shoulder  arthrography  is  useful  in  the  evalua- 
tion of  the  structures  that  can  not  be  appreciated  in  plain 
film.  First,  abnormalities  of  the  tendons  such  as  rotator 
cuff  tear  and  long  head  of  the  biceps  brachii  tears  can  be 
diagnosed.  The  rotator  cuff  is  formed  by  the  confluence 
of  the  tendons  of  the  subscapularis,  the  supraspinatus, 
the  infraspinatus  and  the  teres  minor.  Second,  capsular 
abnormalities  such  as  decreased  capacity  associated  with 
adhesive  capsulitis  or  increased  capacity  seen  in 
dislocation  of  the  should  joint  can  be  diagnosed  in  the 
evaluation  of  shoulder  disability.  The  third  indication  for 
double  contrast  arthrography  of  the  shoulder  joint  is  for 
the  diagnosis  of  cartilage  abnormalities  as  seen  from 
previous  anterior  dislocation  such  as  the  Bankart 
deformity  and  the  Hill-Sachs  deformity. 
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NORMAL  SMOl'LDER  ARTMROGRA.M 

Figure  2.  The  contrast  material  remains  in  the  articular  surface  of  the 
humeral  head.  There  is  no  extravasation  of  contrast  material  into  the 
subacromial  or  subdeltoid  bursae. 


ANATOMY 


Figure  3.  Cross  section  of  the  glenohumeral  joint; 

A-  Normal  joint.  The  rotator  cuff  separates  the  subacromial  bursa  from 
the  joint. 

B-  Rupture  of  the  rotator  cuff.  There  is  an  abnormal  communication 
between  the  joint  and  the  bursa. 
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During  the  Fourth  International  Symposium  on  Adolescent  Health  held  in  Sydney 
Australia,  the  International  Association  for  Adolescent  Health  was  created.  The 
members  of  this  organization  are  committed  to  the  enhancement  of  adolescent  health 
promotion  and  the  provision  of  high  quality  health  care  for  adolescents  in  all  regions  of 
the  world.  The  Association,  was  formed  to  promote  a new  sense  of  partnership  between 
adolescents  and  the  many  different  professions  and  organizations  interested  in  their 
welfare  with  the  commitment  to  maintain  and  expand  its  international  and  its 
multidisciplinary  character. 

Puerto  Rico  was  elected  as  the  country  responsible  to  organize  the  Caribbean  and 
Central  America  chapter  of  the  Association. 

In  our  interest  to  create  a mailing  list,  we  call  your  attention  to  write  to  us  and  join  the 
Association  in  order  to  start  as  soon  as  possible  with  this  challenging  and  interesting 
assignment.  We  encourage  our  colleagues  to  join  this  growing  network  of  people 
interested  in  promoting  the  welfare  and  health  care  of  young  people. 

To  join  the  Association,  please  fill  the  enclosed  application  form  with  a $10.00  check 
or  money  order  payable  to  the  International  Association  for  Adolescent  Health.  Please 
mail  to  the  following  address: 


Luis  F.  Olmedo,  MD,  FAAP 

Member,  Executive  Committe 
Box  2579 

Bayamón,  PR  00619 

Name  

Specialty  

Street  

City  State  Zip 


Enfermedad  de  Krabbe 

Eduardo  de  León-Antoni,  MD,  FCAP 
José  Rivera  Valdés.  MD 
Jesús  R.  Vélez-Borrás,  MD 


Resumen:  La  enfermedad  de  KRABBE  se  conoce  como 

leucodistrofia  de  células  globoides.  Es  una  enfermedad 
heredo-familar  con  degeneración  simétrica  de  la  materia 
blanca  sin  afectar  las  neuronas  y materia  gris  producida 
por  una  deficiencia  severa  de  la  encima  Galactosil  Beta 
Galactosidasa.  El  caso  reportado  es  de  un  niño  de  un  año  de 
edad  que  se  admite  al  hospital  con  el  cuadro  clínico  de  esta 
enfermedad.  Aunque  previamente  se  había  diagnosticado 
como  enfermedad  de  BATTEN  por  biopsia  de  músculo  y 
retina  en  autopsia,  reveló  el  cuadro  histológico  de  células 
globoides  las  cuales  establecieron  el  diagnóstico  de 
Enfermedad  de  KRABBE  que  fue  confirmada  por  estudio 
de  microscopía  electrónica. 

La  enfermedad  de  Krabbe  está  clasificada  dentro  de 
las  leucodistrofías  que  son  desórdenes  hereditarios 
del  sistema  nervioso  en  los  cuales  los  elementos  de  la 
materia  blanca  están  preferiblemente  y simétricamente 
destruidos  mientras  las  neuronas  y otros  elementos  de  la 
materia  gris  no  se  encuentran  casi  afectados.  La  enferme- 
dad de  Krabbe  se  conoce  como  Leucodistrofia  de  células 
globoides  y se  hereda  en  forma  recesiva  autosómica.  Su 
patogenia  es  debida  a una  deficiencia  severa  de  la  enzima, 
conocida  como  galactosil  Beta  galactosidasa  que  resulta 
en  marcada  reducción  de  la  mielina.  La  forma  infantiles 
la  más  común  y comienza  de  los  4 a 6 meses  de  edad,  pero 
puede  comenzar  a los  2 años  de  edad  con  irritabilidad, 
fiebre  y convulsiones  mioclónicas.  La  conducción  de 
velocidad  nerviosa  disminuye  progresivamente.  La  pro- 
teína del  líquido  cefalorraquídeo  aumenta  hasta  350 
mg/dL.  Cuadriparesis  espástica  con  ceguera  y opisto- 
tonos  forman  el  cuadro  final  y el  niño  usualmente  muere 
de  infección  dentro  de  1 ó 2 años. 

Un  niño  de  un  año  de  edad  de  la  raza  blanca  fue 
admitido  al  hospital  con  fiebre,  dificultad  respiratoria  y 
episodios  de  cianosis  comenzando  dos  días  antes  de  su 
admisión. 

El  niño  había  sido  admitido  al  hospital  varias  veces 
previamente  con  historia  de  anemia,  episodios  de 
pulmonía  y esofagitis  crónica.  Un  episodio  de  reflujo 
gastroesofágico  y vómitos  recurrentes  requirió  una 
gastrostomía  de  emergencia. 

El  niño  nació  durante  un  parto  sin  complicaciones  y su 
desarrollo  fue  aparentemente  normal  durante  la  infancia, 
pero  gradualmente  presentó  una  espasticidad  progresiva 
con  decerebración,  hiperextension  del  cuerpo  y las 


extremidades  con  flexión  de  los  codos.  Episodios 
convulsivos  con  retardación  del  tiempo  de  conducción 
motora,  motivaron  su  ingreso  en  un  hospital  de  niños  en 
Washington  para  un  estudio  de  su  condición  neurodege- 
nerativa progresiva.  Biopsias  de  músculo  y retina 
sugirieron  el  diagnóstico  de  enfermedad  de  Batten,  pero 
clínicamente  su  condición  neurológica  desmielinizante 
era  más  consistente  con  la  enfermedad  de  Krabbe. 

El  niño  tenía  un  hermano  completamente  normal  y no 
había  historia  aparente  de  condición  neurológica  u otro 
defecto  genético  en  la  familia. 

Un  examen  neurológico  al  momento  de  su  admisión 
demostraba  una  espasticidad  simétrica.  Presentaba 
ausencia  de  los  reflejos  tendinosos,  sugiriendo  envol- 
vimiento de  los  nervios  periféricos  con  un  signo  córtico- 
bulbo-glabelar  positivo.  El  reflejo  plantar  de  extensión 
estaba  aumentando.  Presentaba,  además,  nistagmo 
bilateral  pendular  con  atrofia  del  nervio  óptico  y reflejo 
pupilar  disminuido.  El  cuadro  neurológico  era  consis- 
tente con  un  síndrome  de  leucodistrofia  progresiva. 

El  examen  de  laboratorio  de  admisión  reveló  anorma- 
lidad en  los  gases  sanguíneos  caracterizada  por  pEI  7. 1 7, 
PaCO,  83.3  mmHg,  PaOj  114.8  mmHg,  saturación  de 
oxígeno  90%,  HCO,  29.4  meq/L,  C02  32meq/L  y un 
exceso  de  base  de  1.2  meq/L.  El  paciente  continuó  en 
estado  crítico  muriendo  cinco  días  después  de  la 
admisión. 

El  examen  postmortem  reveló  un  niño  pobremente 
desarrollado  con  cifoscoliosis,  deformidad  de  las  extre- 
midades inferiores,  atrofia  de  los  músculos  y cianosis.  El 
abdomen  presentaba  una  hepatomegalia  congestiva  y 
evidencia  de  una  previa  colostomía.  El  estómago 
mostraba  una  masa  antropilórica  produciendo  obstruc- 
ción total  del  flujo  gástrico  debido  a una  herniación  o 
intusu.scepción  del  duodeno  hacia  el  estómago.  (Foto  1) 
Los  bronquios  y traquea  contenían  gran  cantidad  de 
mucosidad.  Los  haces  nerviosos  especialmente  al  nivel  de 
la  cauda  equina  aparecían  hipertróficos.  El  hallazgo  de 
mayor  relevancia  lo  presentaba  el  cerebro  el  cual  pesaba 
550  gramos.  Los  hemisferios  cerebrales  eran  pequeños. 
El  patrón  de  las  circumvoluciones  estaba  aumentado  y 
pequeño,  especialmente  sobre  las  convexidades.  El 
cerebro  y base  del  cerebro  eran  de  una  consistencia  más 
dura  que  lo  normal.  La  cisterna  magna  estaba  dilatada. 
El  suelo  del  tercer  ventrículo  era  prominente  y de  pared 
fina.  Secciones  a través  del  mesencéfalo  revelaron  un 
parenquima  pobremente  diferenciado  y extremadamente 
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Figura  1.  Foto  del  estómago  mostrando  la  intususcepción  del  duodeno 
hacia  el  estómago  formando  una  masa  obstructiva  polipoide. 


Figura  2.  Sección  del  cerebro  mostrando  la  destrucción  de  los  ganglios 
básales. 


firme  con  dilatación  del  acueducto  de  Silvio.  Cortes  de 
los  hemisferios  cerebrales  demostraron  destrucción  de 
los  ganglios  básales  y talamo  bilateralmente.  Los 
hemisferios  cerebrales,  cerebelo  y tallo  medular  pre.sen- 
taban  pobre  diferenciación  entre  la  materia  grisy  blanca. 

El  examen  histopatológico  del  cerebro  reveló  una 
gliosis  generalizada  con  presencia  de  múltiples  células 
gigantes,  algunas  solas,  otras  en  grupos  con  uno  o más 
núcleos  caracterizadas  por  la  presencia  de  cuerpos 
esféricos  de  coloración  positiva  al  PAS  (consistentes  con 
las  células  globoides),  conjuntamente  con  células 
epiteliodes  alrededor  de  vasos  sanguíneos.  Evidencia  de 
desmielinización  no  fue  demostrada  por  no  poderse 
hacer  una  tinción  de  plata.  Estas  células  globoides  se 
observaron  en  secciones  del  nervio  óptico,  materia 
blanca,  ganglios  pasajes,  médula  y cordón  espinal. 

El  estudio  por  microscopía  electrónica  del  cerebro 
reveló  la  presencia  de  células  grandes  con  núcleo 
excéntrico  y un  citoplasma  conteniendo  material  fibrilar 
torcido. 

Tanto  el  estudio  por  microscopía  de  luz  como  la  ultra- 
estructura  confirmaron  el  diagnóstico  de  enfermedad  de 
Krabbe. 


Figura  3.  Sección  histopalológica  del  cerebro  mostrando  las  células 
(>  loboides. 


Discusión 

Las  leucodistrofías  son  desórdenes  hereditarios  carac- 
terizados por  degeneración  cerebral  en  la  infancia.  La 
enfermedad  de  KRABBE  caracterizada  por  una  sclerosis 
difusa  de  células  globoides  cuyos  síntomas  comienzan 
durante  los  primeros  meses  de  vida  con  muerte  del 
infante  a los  3-10  meses  de  edad. 

Hay  una  forma  juvenil  y otra  adulta  en  las  que  la  sinto- 
matología  es  más  leve  caracterizaba  mayormente  por 
espasticidad. 

El  diagnóstico  se  hace  por  biopsia  del  nervio  periférico 
que  demuestra  la  presencia  de  inclusiones  cristaloides  en 
las  células  de  Schwann.  El  diagnóstico  final  se  hace 
mediante  análisis  químico  con  evidencia  de  marcada 
reducción  bajo  5%  del  control  de  la  enzima  galactosil 
Beta,  galactosidasa.  La  enzima  se  puede  estudiaren  los 
leucocitos  y fibroblastos  de  la  piel.  El  origen  de  las  células 
globoides  y la  razón  de  su  formación  son  desconocidos. 
Estas  se  pueden  desarrollar  experimentalmente  en 
animales  de  laboratorio  inyectándoles  cerebrosidos; 
presuntivamente  las  células  se  forman  en  la  presencia  del 
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cerebrosido.  ‘ 

Otras  leucodistrofías  que  se  han  descrito  en  la  litera- 
tura médica  son  la  leucodistrofía  metacromática,  debido 
a acumulación  de  sulfatidos,  la  adrenoleucodistrofia  con 
acumulaciones  de  ácidos  grasos  de  cadenas  pesadas,  la 
enfermedad  de  Pelizaeus  - Merzbacher,  la  enfermedad  de 
Canvan  y la  leucodistrofía  de  Alexander. 

La  enfermedad  de  Batten  que  se  consideró  en  el 
diagnóstico  diferencial  de  este  niño  es  debida  a una 
lipofucsinosis  ceroide.^  Esta  lipidosis  puede  comenzar  en 
formas  temprana,  infantil  (tipo  Santoyuori);  tardia  (tipo 
Bielschowsky)  o juvenil  (tipo  Spielmeyer).  Estas  presen- 
tan demencia  pogresiva,  epilepsia  mioclonal,  ceguera  con 
atrofia  retiniana  e incapacidad  motora.  Se  transmite 
como  enfermedad  Mendeliana  recesiva  y el  cerebro 
muestra  grados  de  atrofia  y esclerosis.  El  examen 
histológico  presenta  degeneración  neuronal,  gliosis  y 
desmielinización.  Hay  degeneración  axonal  de  las  células 
de  Purkinje  las  cuales  muestran  cuerpos  de  “torpedo”  y, 
en  sus  dendritas,  expansiones  en  forma  de  cactus.  El 
diagnóstico  se  puede  hacer  mediante  biopsias  rectales.  La 
microscopía  electrónica  muestra  cuerpos  curvilíneos  con 
patrón  de  huellas  digitales. 

La  condición  rara  de  esta  enfermedad,  las  implica- 
ciones clínicas  y de  diagnóstico  diferencial  a su  vez  el  que 
la  misma  no  ha  sido  publicada  en  la  literatura  médica  de 
Puerto  Rico,  aunque  los  autores  tienen  conocimiento  de 
uno  o dos  casos  diagnosticados  por  autopsia  en  el  Centro 
Médico  de  Puerto  Rico,  hacen  interesante  el  hecho  de  su 
publicación. 
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PHYSICIANS, 
SCHEDULE 
SOME  TIME  FOR 
YOUR  COUNTRY. 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a Icxal  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totaUy  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  oppxirtunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It's  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  vour 
specialty  in  triage.  Certainly  vou'll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You’ll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you’ll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country  We’ll  arrange  vour  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


HERE'S  ONE  DOCTOR 
WHO  WON'T  PAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 

The  Army  covers  his  premiums. 
Since  he’s  an  Artnv  Physician,  there  are 
a lot  of  worries  associated  with  private 
prac  tice  that  he  won't  have  tocontend 
with.  Likecxcessive  paperwork,  and  the 
overhead  costs  incurred  in  running  a 
private  practice. 

V\  hat  he  will  get  IS  a highly  challeng- 
ing, highly  rewardingexperience.  The 
Army  offers  varied  assignments, 
chances  to  specialize,  or  further  your 
education,  and  tti  work  with  a team  of 
dedicated  health  care  professionals. 

Plus  a generous  benefits  package. 

If  you’re  interested  in  practicinghigh 
quality  health  care  with  a minimum  of 
administrative  burdens,  examine  Army 
meduine  1 alk  tovourlocal  Army 
Medic  al  Department  Counselorfor 
more  information 

ARMY  MEDICINE. 
BEAUYOUCANBE. 


PHYSICIANSJHERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOUU  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

Two,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It’s  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opportunity  to 
participate  in  a vanety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEALLYOUCANBE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


ARMY  MEDICINE 
3101  MAGUIRE  BLVD 
ESSEX  BLDG.  SUITE  166 
ORLANDO  FL  32803 
CALLCOLLECT:  (305)  896-0780 
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Monstruo  Acardiaco:  Acardius  Mylacephalus 


Eduardo  de  León,  MD 
Rafael  Sánchez,  MD 
Maria  Baño,  MD 


Resumen:  Presentamos  el  caso  de  un  monstruo 

acardiaco,  resultado  de  un  embarazo  gemelar,  el  cual  es 
una  rareza  en  la  literatura  médica,  ya  que  la  incidencia  es 
de  aproximadamente  1:34,600  partos  y ocurre  solamente  en 
embarazos  gemela  res.  Nunca  se  ba  informado  un  caso  en  un 
embarazo  de  un  solo  feto.  Aparentemente,  la  anomalía 
sucede  cuando  existe  una  anastomosis  arterio-arterial  o 
veno-venosa  y la  circulación  es  suplida  a través  del  corazón 
del  gemelo  normal  al  monstruo  acardiaco.  Luego  de  revisa  r 
la  literatura  médica,  encontramos  que  las  características  de 
nuestro  caso  se  ajustan  más  al  tipo  “Acardius  mylacepba- 
lus”,  ya  que  presentaba  una  masa  amorfa  con  extremidades. 

El  embarazo  gemelar  monocigótico  es  producto  de  la 
fertilización  de  un  solo  huevo.  Aunque  éstos  se  con- 
sideran gemelos  idénticos,  en  algunas  ocasiones  se 
producen  diferencias  entre  ellos.  Estas  parecen  ser  produ- 
cidas por  anastomosis  arterio-arterial  o arterio-venosa. 
Las  mismas  pueden  dar  lugar  a diferencias  hemodiná- 
micas  que  resultan  en  el  síndrome  de  transfusión  gemelar 
o en  otras  anormalidades  en  uno  de  los  gemelos,  entre 
ellas,  la  variante  poco  usual  conocida  como  el  monstruo 
acardiaco  donde  ocurre  una  reversión  de  la  circulación  a 
través  de  una  anastomosis  interplacentaria  en  una 
placenta  diamniótica  monocoriónica.  Se  han  descrito 
varios  tipos  de  monstruos  acardiacos  de  acuerdo  con  la 
malformación  existente,  todos  ellos  teniendo  en  común  la 
ausencia  del  corazón.'  La  rareza  de  esta  condición  y la 
dificultad  para  hacer  el  diagnóstico  antenatal,  aún  por 
sonograña,  nos  llevó  a publicar  este  interesante  caso. 

Una  primigrávida  de  22  años  de  edad  fue  admitida  al 
hospital  a las  treinta  y seis  semanas  de  gestación,  con 
signos  y síntomas  de  toxemia,  para  practicarle  la  cesárea. 

Durante  su  quinto  mes  de  embarazo  se  le  hizo  un 
sonograma  debido  a que  el  abdomen  era  de  un  tamaño 
mayor  que  el  esperado.  El  sonograma  (fig.  1),  reveló  un 
feto  activo  de  aproximadamente  1 8 semanas  presentando 
una  masa  de  5 cm  en  la  parte  anterior  del  abdomen 
sugestiva  de  un  onfalocele.  El  sonograma  repetido 
durante  el  séptimo  mes  del  embarazo,  reveló  que  la  masa 
antes  descrita  había  aumentado  a un  tamaño  de  17  cm  y 
que  se  componía  de  una  porción  liquida  y una  sólida 
manteniéndose  la  impresión  sonográfica  de  onfalocele 
(fig.  2).  En  el  octavo  mes  del  embarazo,  la  paciente 
presentó  exceso  de  peso,  un  edema  grado  II  pretibial  y 
presión  arterial  de  120/80.  Al  admitirse  al  hospital  en  el 
noveno  mes  del  embarazo  la  presión  arterial  era  de 
150/100.  Se  repitió  el  sonograma,  el  cual  reveló  que  la 
masa  medía  21  cm  y obstruía  la  visibilidad  del  feto 
(fig.  3).  Se  practicó  una  operación  cesárea  clásica 
encontrándose  un  embarazo  gemelar,  caracterizado  por 
un  infante  normal  de  4 libras  de  peso  que  no  presentaba 


Figura  2.  Sonograma  mostrando  aumento  de  la  masa  a 17  cm. 


Figura  3.  Sonograma  mostrando  la  masa  de  27  cm  obstruyendo  la 
visibilidad  del  feto. 
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anomalías;  además,  un  monstruo  acefálico  que  pesó 
1 1 1/2  libras  y una  sola  placenta.  El  examen  patológico 
del  monstruo  presentó  los  siguientes  hallazgos;  una  masa 
acéfala  redonda  con  extremidades  superiores  abortivas; 
una  pequeña  área  cubierta  de  pelo  (“lanugo”)  que  repre- 
sentaría el  cuero  cabelludo  y dos  orificios  sugestivos  de 
oídos  externos  abortivos.  Las  extremidades  inferiores 
estaban  bien  desarrolladas  al  igual  que  los  genitales 
externos  que  eran  del  sexo  masculino  (figs.  4 y 5).  Al 
disecar  la  masa  casi  amorfa,  ésta  no  reveló  estructuras 
óseas,  visceras,  corazón  ni  pulmones.  La  superficie  de 
corte  era  edematosa  de  un  aspecto  mixomatoso  con  grasa 
embrionaria.  Las  extremidades  inferiores  estaban  bien 
desarrolladas  (fig.  6) 


Figura  4.  Aspecto  externo  del  feto  mostrando  estructuras  abortivas  en  la 
cabeza  y extremidades  superiores. 


Figura  5.  Aspecto  externo  de  los  genitales  y las  extremidades  inferiores 
del  feto.  Nótese  el  cordón  umbilical  adyacente  al  escroto  y el  ano 
imperforado. 


Figura  6.  C'orte  transversal  de  la  masa  acardica  con  apariencia 
mixomatosa 


Discusión 

Hemos  presentado  el  caso  poco  usual  de  un  monstruo 
acardiaco  producto  de  un  embarazo  gemelar  uniovular. 
Hay  pocos  casos  similares  informados  en  la  literatura 
médica  y se  considera  que  la  probable  incidencia  de  esta 
condición  es  de  1:34,600  partos  ó 1 :606  partos  gemelares. 
Nunca  se  ha  informado  un  caso  proveniente  de  un 
embarazo  de  un  solo  feto.  En  la  mayoría  de  los  casos 
informados  el  gemelar  normal  nace  primero;  la  madre 
usualmente  es  primigrávida.  Aparentemente,  la  anomalía 
ocurre  solamente  en  presencia  de  un  embarazo  gemelar 
cuando  existe  una  anastomosis  arterio-arterial  o veno- 
venosa  y la  circulación  es  suplida  a través  del  corazón  del 
gemelo  normal  al  monstruo  acardiaco.  Se  considera  que 
la  etiología  de  la  acardia  es  por  compresión  sobre  uno  de 
los  fetos  cuando  el  corazón  de  éste  está  en  desarrollo, 
resultando  en  un  fallo  de  su  formación.^ 

La  obstrucción  de  la  vena  umbilical  produce  marcada 
congestión  con  hipertrofia  del  monstruo,  causando 
distocia.  Otros  hallazgos  son  hidramios  e inserción 
velamentosa  del  cordón  umbilical. 

Los  monstruos  acardiacos  se  han  dividido  en  cinco 
tipos. ^ 

1.  Acardius  acephalus;  es  la  forma  más  frecuente, 
donde  la  cabeza  está  totalmente  ausente,  pero  la 
cavidad  abdominal  contiene  visceras  intestinales, 
riñones  y vejiga  urinaria. 

2.  Acardius  acormus;  estos  casos  son  muy  raros  y lo 
único  que  presentan  es  la  cabeza. 

3.  Acardius  amorphus;  éstos  consisten  en  una  masa 
amorfa  de  huesos  y grasa,  sin  presentar  cabeza  ni 
extremidades. 

4.  Acardius  anceps;  presentan  una  cabeza  pobremente 
desa  rrollada. 

5.  Acardius  mylacephalus;  se  presentan  como  una  masa 
amorfa  con  extremidades. 

Nuestro  caso  corresponde  al  tipo  5:  “Acardius 
mylacephalus”. 

La  dificultad  para  establecer  el  diagnóstico  prenatal  en 
nuestro  caso  se  hizo  evidente  por  repetidos  sonogramas 
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que  fueron  interpretados  como  onfalocele.  En  forma 
muy  parecida  al  síndrome  de  transfusión  gemelar,  uno  de 
los  gemelos,  en  este  caso  el  monstruo,  apareció  hipertró- 
fico (11  1/2  Ibs.)  comparado  con  el  infante  normal  de  4 
libras.  El  monstruo  acardiaco  en  forma  de  masa  amorfa 
con  extremidades  y sin  visceras  es  poco  común. 
“Acardius  acephalus”,  donde  hay  presencia  de  visceras 
intestinales,  riñones  y vejiga  urinaria  es  más  frecuente. 
Aunque  nuestro  caso  no  fue  diagnosticado  anteparto  por 
sonograíia,  posteriormente,  se  ha  publicado  una  serie  de 
casos  que  permiten  establecer  criterios  para  ayudar  al 
radiólogo  a hacer  el  diagnóstico  intrauteriano  mediante 
sonografia.”' 


Abstract;  We  report  the  case  of  an  acardiac  monster, 
type  Acardius  myiacephalus.  The  pathogenesis  and 
difficulty  in  establishing  prenatal  diagnosis  by  sonography, 
are  briefly  described. 
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To  show  you  how  many 
hypertensives  stayed  on 

INDERAE  LA 

(PROPRANOLOL  HCl) 

after  a major  nationwide  trial... 


-/'Í: 


60,073 patients  (90%)  who  started  on 

INDERAT  LA  stayed  on  INDERAL  LA; 


Surprising?  Not  really. 

Because  most  patients  on  INDERAL  LA  (propranolol  HCl)  don't  even  know 
it's  working. 

A recent  double-blind,  placebo-controlled,  crossover  study  in  138  hyper- 
tensive patients^  revealed  that  INDERAL  LA  has  a side  effects  profile 
unsurpassed  by  atenolol  or  metoprolol  — which  shows  how  well-tolerated 
once-daily  INDERAL  LA  can  be. 

Sole  therapy  or  concomitant  therapy? 

Fifty-nine  percent  of  the  time,  INDERAL  LA  stood  on  its  own. 

The  patients  in  the  nationwide  compliance  trial  were  no  different  from  yours. 
Generally  when  the  antihypertensive  regimen  is  complicated,  compliance 
may  become  a problem.  So,  the  effectiveness  of  INDERAL  LA  as  once-daily 
monotherapy  is  a big  plus.  Of  the  remaining  hypertensives  in  the  program, 

36%  were  treated  merely  with  the  addition  of  a diuretic  to  INDERAL  LA. 

For  the  noncompliant  patients  in  your  practice,  INDERAL  LA  may 
well  be  the  answer. 

Almost  20,000  of  the  patients  in  the  nationwide  compliance  trial  were  identi- 
fied as  having  been  noncompliant  with  their  previous  antihypertensive 
therapy.  Their  physicians  reported  that  88%  showed  improved  compliance 
when  placed  on  once-daily  INDERAL  LA. 


Control,  comfort,  and  complicince 

H ONCE-DAILY  H M 

NDERAL  LA 


LONG  ACTING 
CAPSULES 


(PROPRANOLOL  HCl) 

Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used 
in  the  presence  of  congestive  heart  failure,  sinus  bradycardia,  cardio- 
genic shock,  heart  block  greater  than  first  degree,  and  bronchial  asthma. 

‘After  a 30-day  trial  with  INDERAL  LA,  physicians  reported  that  90% 
of  the  patients  would  remain  on  INDERAL  LA, 


The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  lor  brief  summary  of  prescribing  information 


The  one  you  know  best  keeps  looking  better 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION.  SEE  PACKAGE  CIRCULAR ) 

INDERAL^  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol 
hydrochloride  INDERAL  LA  is  available  as  60  mg,  80  mg.  120  mg,  and  160  mg  capsules 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor- 
blocking agent  possessing  no  other  autonomic  nervous  system  activity  It  specifically  com- 
petes with  beta-adrenergic  receptor-stimulating  agents  for  available  receptor  sites  When 
access  to  beta-receptor  sites  is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodi- 
lator responses  to  beta-adrenergic  stimulation  are  decreased  proportionately 

INDERAL  LA  Capsules  (60  80, 120.  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rale  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours 
and  the  apparent  plasma  half-life  is  about  10  hours  When  measured  at  steady  state  over  a 
24-hour  period  the  areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for 
the  capsules  are  approximately  60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose 
of  INDERAL  Tablets  The  lower  AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of 
propranolol,  resulting  from  the  slower  rate  ol  absorption  of  propranolol  Over  a twenty-four  (24) 
hour  period  blood  levels  are  fairly  constant  for  about  twelve  (12)  hours  then  decline  exponen- 
tially 

INDERAL  LA  should  not  be  considered  a simple  mg-tor-mg  substitute  for  conventional 
propranolol  and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  ol  two  to  four 
times  daily  dosing  with  the  same  dose  When  changing  to  INDERAL  LA  from  conventional 
propranolol,  a possible  need  for  retitration  upwards  should  be  considered  especially  to  main- 
tain effectiveness  at  the  end  of  the  dosing  interval  In  most  clinical  settings,  however,  such  as 
hypertension  or  angina  where  there  is  little  correlation  between  plasma  levels  and  clinical 
effect,  INDERAL  LA  has  been  therapeutically  equivalent  to  the  same  mg  dose  of  conventional 
INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure  and  on  24-hour  exercise  re- 
sponses of  heart  rate,  systolic  pressure  and  rale  pressure  product  INDERAL  LA  can  provide 
effective  beta  blockade  for  a 24-hour  period 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  manage- 
ment of  hypertension,  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive 
agents,  particularly  a thiazide  diuretic  INDERAL  LA  is  not  indicated  in  the  management  of 
hypertensive  emergencies 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache 
The  efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  hot  been 
established  and  propranolol  is  not  indicated  for  such  use 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyper- 
trophic subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced 
angina,  palpitations  and  syncope  INDERAL  LA  also  improves  exercise  performance  The 
effectiveness  of  propranolol  hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  ol 
the  elevated  outflow  pressure  gradient  which  is  exacerbated  by  beta-receptor  stimulation 
Clinical  improvement  may  be  temporary 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock.  2)  sinus 
bradycardia  and  greater  than  first-degree 
block.  3)  bronchial  asthma;  4)  congestive  heart 
failure  (see  WARNINGS)  unless  the  failure  is 
secondary  to  a tachyarrhythmia  treatable  with 
INDERAL 

WARNINGS.  CARDIAC  FAILURE  Sympa- 
thetic stimulation  may  be  a vital  component 
supporting  circulatory  function  in  patients  with 
congestive  heart  failure,  and  its  inhibition  by 
beta  blockade  may  precipitate  more  severe 
failure  Although  beta  blockers  should  be 
avoided  in  overt  congestive  heart  failure,  if  nec- 
essary. they  can  be  used  with  close  follow-up  in 
patients  with  a history  of  failure  who  are  well 
compensated  and  are  receiving  digitalis  and 
diuretics  Beta-adrenergic  blocking  agents  do  not  abolish  the  inotropic  action  of  digitalis  on 
heart  muscle 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers 
can.  in  some  cases,  lead  to  cardiac  tailure  Therefore,  at  the  first  sign  or  symptom  of  heart 
failure,  the  patient  should  be  digitalized  and/or  treated  with  diuretics,  and  the  response 
observed  closely,  or  INDERAL  should  be  discontinued  (gradually,  if  possible) 


IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of 
angina  and.  in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of 
INDERAL  therapy  Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage 
should  be  gradually  reduced  over  at  least  a few  weeks,  and  the  patient  should  be 
cautioned  against  interruption  or  cessation  of  therapy  without  the  physician's  advice  If 
INDERAL  therapy  is  interrupted  and  exacerbation  of  angina  occurs,  it  usually  is  advisable 
to  reinstitute  INDERAL  therapy  and  take  other  measures  appropriate  for  the  management 
of  unstable  angina  pectoris  Since  coronary  artery  disease  may  be  unrecognized,  it  may 
be  prudent  to  follow  the  above  advice  in  patients  considered  at  risk  of  having  occult 
atherosclerotic  heart  disease  who  are  given  propranolol  for  other  indications 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  ~ PATIENTS 
WITH  BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA 
BLOCKERS  INDERAL  should  be  administered  with  caution  since  it  may  block  bronchodilation 
produced  by  endogenous  and  exogenous  catecholamine  stimulation  of  beta  receptors 
MAJOR  SURGERY  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior 
to  mapr  surgery  is  controversial  It  should  be  hoted,  however,  that  the  impaired  ability  of  the 
heart  to  respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and 
surgical  procedures 

INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-recep- 
tor agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg.  dobutamine 
or  isoproterenol  However,  such  patients  may  be  subject  to  protracted  severe  hypotension 
Difficulty  in  starting  and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers 
DIABETES  AND  HYPOGLYCEMIA  Beta  blockers  should  be  used  with  caution  in  diabetic 
patients  if  a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring 
with  hypoglycemia,  but  other  manifestations  such  as  dizziness  and  sweating  may  not  be 
significantly  affected  Following  insulin-induced  hypoglycemia,  propranolol  may  cause  a delay 
in  the  recovery  of  blood  glucose  to  normal  levels 
THYROTOXICOSIS  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism 
Therefore,  abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms 
of  hyperthyroidism,  including  thyroid  storm  Propranolol  may  change  thyroid  function  tests, 
increasing  T^  and  reverse  T3.  and  decreasing  T3 
IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been 
reported  in  which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia 
requiring  a demand  pacemaker  In  one  case,  this  resulted  after  an  initial  dose  of  5 mg 
propranolol 


be  told  that  INDERAL  may  interfere  with  the  glaucoma  screening  test  Withdrawal  may  lead  to  a 
return  ol  increased  intraocular  pressure 

CLINICAL  LABORATORY  TESTS  Elevated  blood  urea  levels  in  patients  with  severe  heart 
disease,  elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase 
DRUG  INTERACTIONS  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  is  administered  The  added  catecholamine- 
blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic  nervous  activity 
which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks,  or  orthostatic 
hypotension 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a 
calcium-channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  de- 
press myocardial  contractility  or  atrioventricular  conduction  On  rare  occasions,  the  concomi- 
tant intravenous  use  of  a beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions, 
especially  in  patients  with  severe  cardiomyopathy,  congestive  heart  failure  or  recent  myocar- 
dial infarction 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol 
Ethanol  slows  the  rate  of  absorption  of  propranolol 
Phenytoin.  phenobarbitone,  and  rilampin  accelerate  propranolol  clearance 
Chlorpromazine.  when  used  concomitantly  with  propranolol,  results  in  increased  plasma 
levels  of  both  drugs 

Anhpynne  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with 
propranolol 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly 
with  propraholol 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and 
increasing  blood  levels 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol 
CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY  Long-term  studies  in 
animals  have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential  In  18- 
month  studies  in  both  rats  and  mice,  employing  doses  up  to  150  mg/kg/day.  there  was  no 
evidence  of  significant  drug-induced  toxicity  There  were  no  drug-related  tumongenic  effects 
at  any  of  the  dosage  levels  Reproductive  studies  in  animals  did  not  show  any  impairment  of 
fertility  that  was  attributable  to  the  drug 

PREGNANCY  Pregnancy  Category  C INDERAL  has  been  shown  to  be  embryotoxic  in 
animal  studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women  INDERAL  should  be 
used  during  pregnancy  only  it  the  potential  benefit  justifies  the  potential  risk  to  the  fetus 
NURSING  MOTHERS  INDERAL  is  excreted  in  human  milk  Caution  should  be  exercised 
when  INDERAL  (propranolol  HCI)  is  administered  to  a nursing  woman 
PEDIATRIC  USE  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy 

Cardiovascular  Bradycardia,  congestive  heart  failure,  intensification  of  AV  block,  hypoten- 
sion, paresthesia  of  hands,  thrombocytopenic  purpura,  arterial  insufficiency,  usually  of  the 
Raynaud  type 

Central  Nervous  System  Light-headedness,  mental  depression  manifested  by  insomnia, 
lassitude,  weakness,  fatigue,  reversible  mental  depression  progressing  to  catatonia;  visual 
disturbances,  hallucinations,  vivid  dreams,  an  acute  reversible  syndrome  characterized  by 

disorientation  for  time  and  place,  short-term 
memory  loss,  emotional  lability,  slightly 
clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate 
formulations,  fatigue,  lethargy. and  vivid 
dreams  appear  dose  related 
Gastrointestinal  Nausea,  vomiting,  epigas- 
tric distress,  abdominal  cramping,  diarrhea, 
constipation,  mesenteric  arterial  thrombosis, 
ischemic  colitis 

Allergic:  Pharyngitis  and  agranulocytosis, 
erythematous  rash,  fever  combined  with  ach- 
ing and  sore  throat,  laryngospasm  and  respira- 
tory distress 

Respiratory  Bronchospasm 
Hematologic  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura 
Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been 
reported 

Miscellaneous  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence, 
and  Peyronie's  disease  have  been  reported  rarely  Oculomucocutaneous  reactions  involving 
the  skin,  serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not 
been  associated  with  propranolol 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily  If  patients  are  switched  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic 
effect  IS  maintained  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for 
INDERAL  INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels  Retitration  may 
be  necessary,  especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval 
HYPERTENSION  — Dosage  must  be  individualized  The  usual  initial  dosage  is  80  mg 
INDERAL  LA  once  daily,  whether  used  alone  or  added  to  a diuretic  The  dosage  may  be 
increased  to  120  mg  once  daily  or  higher  until  adequate  blood-pressure  control  is  achieved 
The  usual  maintenahce  dosage  is  120  to  160  mg  once  daily  In  some  instances  a dosage  of  640 
mg  may  be  required  The  time  needed  for  full  hypertensive  response  to  a given  dosage  is 
variable  and  may  range  from  a tew  days  to  several  weeks 
ANGINA  PECTORIS  — Dosage  must  be  individualized  Starting  with  80  mg  INDERAL  LA 
Ohce  daily,  dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal 
response  is  obtained  Although  individual  patients  may  respond  at  any  dosage  level,  the 
average  optimal  dosage  appears  to  be  160  mg  once  daily  In  angina  pectoris,  the  value  and 
safety  of  dosage  exceeding  320  mg  per  day  have  hot  been  established 
If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS) 

MIGRAINE— Dosage  must  be  individualized  The  initial  oral  dose  is  80  mg  INDERAL  LA 
once  daily  The  usual  effective  dose  range  is  160-240  mg  once  daily  The  dosage  may  be 
increased  gradually  to  achieve  optimal  migraine  prophylaxis  If  a satisfactory  response  is  not 
obtained  within  four  to  six  weeks  after  reaching  the  maximal  dose.  INDERAL  LA  therapy  should 
be  discontinued  It  may  be  advisable  to  withdraw  the  drug  gradually  over  a period  of  several 
weeks 

HYPERTROPHIC  SUBAORTIC  STENOSIS  — 80-160  mg  INDERAL  LA  once  daily 
PEDIATRIC  DOSAGE  — At  this  time  the  data  on  the  use.ot  the  drug  in  this  age  group  are  too 
limited  to  permit  adequate  directions  for  use 
*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories 
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PRECAUTIONS.  GENERAL  Propranolol  should  be  used  with  caution  in  patients  with  im> 
paired  hepatic  or  renal  function  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of 
hypertensive  emergencies 

Beta*adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure  Patients  should 


Ayerst 


AYERST  LABORATORIES 
New  York.  NY  10017 


© 1987  Ayerst  Laboratories 


Research  Program 


Grant-in-Aid 

1988-1989 


RESEARCH  PROYECTS  BROADLY 
RELATED  TO  CARDIOVASCULAR 
FUNCTION  AND  DISEASE  OR  RELATED 
FUNDAMENTAL  PROBLEMS,  SUPPORT 
AVAILABLE  FOR  ALL  BASIC 
DISCIPLINES-PHYSIOLOGY, 
BIOCHEMISTRY,  PATHOLOGY-ALSO 
CARDIOVASCULAR  EPIDEMIOLOGICAL 
AND  CLINICAL  INVESTIGATIONS, 
INCLUDING  STROKE. 


APPLICATION  DEADLINE 
RECEIPT  - NOVEMBER  1ST.,  1987 
FOR  AWARD  ACTIVATION  JULY,  1988 


INFORMATION: 

RESEARCH  AWARDS 

PUERTO  RICO  HEART  ASSOCIATION 

CABO  ALVERIO  554 

HATO  REY,  PUERTO  RICO  00918 

TELEPHONE:  751-6595 


• 1 TO  2 - YEAR  RESEARCH  PROJECTS  IN 
NONPROFIT  INSTITUTIONS  AND 
BASED  PRIMARILY  ON  SCIENTIFIC 
EXCELLENCE. 

• PROPOSALS  FROM  TALENTED, 
YOUNG  INVESTIGATORS  ARE 
ENCOURAGED. 

• DOCTORAL  DEGREE  REQUIRED  AT 
THE  TIME  OF  AWARD  ACTIVATION 
WITH  VERY  RARE  EXCEPTIONS. 

• AT  ANY  GIVEN  TIME  AN  INDIVIDUAL 
MAY  HOLD  ONLY  ONE  GRANT-IN- 
AID. 

• $10,000  YEARLY  MAXIMUM. 


SOCIOS 


ACTIVOS 


Ballester  Piñán,  Pedro  A.  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1981.  Anestesiología.  Ejerce 
en  Caparra  Heights. 

Collazo  Rivera,  Luis  R.  MD  - Escuela  de  Medicina  San 
Juan  Bautista,  Bayamón,  1981.  Pediatría-Neonatología. 
Ejerce  en  Mayaguez. 

Díaz  Díaz,  José  M.  MD  - Escuela  de  Medicina  San  Juan 
Bautista,  Bayamón,  1981.  Medicina  Nuclear.  Ejerce  en 
Rio  Piedras. 
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cina Universidad  de  Puerto  Rico,  1979.  Cirugía.  Ejerce  en 
Bayamón. 

Jusino  del  Pozo,  Camila  E.  MD  - Ponce  School  of 
Medicine,  1983.  Pediatría.  Ejerce  en  Lares. 

Lastra  González,  María  Isabel  MD  - Escuela  de  Medicina 
San  Juan  Bautista,  Bayamón,  1984.  Medicina  General. 
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Universidad  de  Puerto  Rico,  1981.  Obstetricia  y 
Ginecología.  Ejerce  en  Santurce. 
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Universidad  Central  del  Caribe,  Cayey,  1980.  Cirugía 
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Miranda  Rivera,  José  R.  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1981.  Oftalmología.  Ejerce 
en  Toa  Baja. 

Ocasio  Cabrera,  Kermell  MD  - Escuela  de  Medicina 
Ponce  School  of  Medicine,  198 1 . Oftalmología.  Ejerce  en 
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Pagán  López,  Edwin  E.  MD  - Escuela  de  Medicina 
Universidad  Central  del  Caribe,  Cayey,  1981.  Medicina 
Interna.  Ejerce  en  Río  Piedras. 

Pérez  Dávila,  Marco  Antonio  MD  - Escuela  de  Medicina 
Universidad  Autónoma  de  Santo  Domingo,  1981. 
Pediatría.  Ejerce  en  Hato  Rey. 

Pérez  Delgado,  Nelson  MD  - Escuela  de  Medicina 
Universidad  de  Puerto  Rico,  1983.  Obstetricia  y 
Ginecología.  Ejerce  en  Caguas. 
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Rivera  Jiménez,  Víctor  M.  MD  - Escuela  de  Medicina 
Universidad  Católica  de  Ponce,  1982.  Urología.  Ejerce  en 
Caguas. 

Rodríguez  González,  Wiina  M.  MD  - Escuela  de  Medicina 
Universidad  Central  del  Caribe,  Cayey,  1981.  Cirugía 
General.  Ejerce  en  Río  Piedras. 

Rodríguez  Rodríguez,  Jesús  MD  - Escuela  de  Medicina 
Universidad  Santiago  de  Compostela,  España,  1964. 
Psiquiatría.  Ejerce  en  Río  Piedras. 


INTERNO  RESIDENTE 


Martínez  Durán,  Ricardo  L.  MD  - Escuela  de  Medicina 
Universidad  Central  del  Este  República  Dominicana, 
1983.  Medicina  Interna. 
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Brínz,  José  MD  - Escuela  de  Medicina  Universidad  de 
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en  Ponce. 

Collazo,  César  A.  MD  - Escuela  de  Medicina  South 
Western  School  of  Medicine  of  Texas,  1952.  Medicina 
General.  Ejerce  en  Juncos. 
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LOW  BIRTH  WEIGHT  INFANT  INTERVENTION 
LESSENS  DEVELOPMENTAL  DELAYS 


NON-SMOKING  TEEN  ATHLETES  AFFECTED 
BY  PASSIVE  CIGARETTE  SMOKE 


Yet  another  study  shows  that  cigarette  smoke  can  have 
a negative  effect  on  non-smokers. 

Reporting  in  the  July  issue  of  Pediatrics,  the  journal  of 
the  American  Academy  of  Pediatrics  (A  A P),  researchers 
found  that  non-smoking  teenage  athletes  who  were 
exposed  to  smoking  parents,  or  to  friends  for  at  least  two 
hours  of  cigarette  smoke  a week,  showed  increased 
coughing  and  decreased  lung  function. 

The  frequency  of  most  respiratory  problems  for 
athletes  in  this  study,  those  exposed  and  those  not 
exposed  to  cigarette  smoke,  was  similar.  However,  the 
researchers,  from  Schneider  Children’s  Hospital  of  Long 
Island  Jewish  Medical  Center  and  State  Universities  of 
New  York  at  Stony  Brook  and  Brooklyn,  wrote,  “the 
frequency  of  cough  was  four  times  greater  in  the  group 
exposed  to  passive  smoke.” 

The  researchers  noted,  “Our  group  of  overall  healthy, 
athletic  teenagers,  a group  we  would  least  expect  to  show 
manifestations  from  passive  smoking,  showed  clear 
evidence  of  its  effects.” 

A total  of  193  athletes  from  five  suburban  New  York 
high  schools  were  studied.  Although  it  was  found  that 
boys  were  exposed  to  passive  smoke  more  often  than 
girls,  the  effects  were  more  pronounced  in  girls. 

According  to  the  researchers,  parents  who  smoked 
accounted  for  the  majority  of  the  teens’  exposure,  but 
friends  also  contributed  significantly  to  the  exposure. 

Previous  studies  also  have  linked  passive  smoking 
— involuntary  inhalation  of  cigarette  smoke — to  both 
acute  and  chronic  respiratory  problems  in  children. 


Low  birthweight  infants  in  a Florida  neonatal 
intensive  care  unit  (NICU)  recently  were  given  indivi- 
dualized treatment — including  insulated  water  mattresses, 
gentle  massage  and  motion  exercises,  and  tape  recordings 
of  parents’  voices,  classical  music  and  the  human  hear- 
beat.  When  they  went  home  and  during  their  first  two 
years  of  life,  their  parents  were  taught  a series  of  400 
exercises  to  enhance  the  infants’  physical  and  mental 
development. 

The  result?  The  babies  showed  a significant  reduction 
in  developmental  delay  which  frequently  occurs  in  low 
birthweight  infants.  In  fact,  the  study’s  authors  concluded: 
“It  appears  that  (these)  infants  had  enhanced  cognitive 
ability  which  may  be  lasting.” 

The  study,  in  July’s  Pediatrics,  was  conducted  by 
Michael  Resnick,  Ed.D.,  and  researchers  from  the 
division  of  neonatology  at  the  University  of  Florida 
College  of  Medicine,  Gainesville.  Dr.  Resnick  said:  “We 
believe  the  family-centered  nature  of  our  intervention 
program  was  essential  to  its  success.  Our  program  not 
only  provided  early,  individualized  developmental 
interventions  for  these  high-risk  neonates,  but  support 
and  encouragement  for  parents  initially  fearful  of  giving 
care  to  their  frail-looking,  often  unresponsive,  babies.” 

The  study  population  consisted  of  255  infants  born 
weighing  between  500  and  1,800  grams.  Almost  half  the 
infants  (124)  were  assigned  to  the  intervention  group  24 
hours  after  birth;  the  remaining  131  were  assigned  to  a 
control  group.  Seventeen  infants  in  each  group  died 
during  hospitalization,  bringing  the  totals  to  107  and  1 14 
respectively.  Statistically  and  demographically,  the  two 
groups  were  similar. 

The  special  attention  given  to  the  intervention  group  in 
the  NICU  consisted  of  activities  designed  to  promote 
visual,  auditory,  tactile,  kinesthetic  and  personal-social 
development.  The  two-year  follow-up  program  included 
counseling  and  teaching  parents  during  home  visits. 

In  the  control  group,  parents  and  infants  were  given 
the  postnatal  care  and  referrals  customarily  given  in 
traditional  care. 

When  all  the  infants  were  evaluated  by  staff  who  were 
not  aware  of  the  infants’  group  status,  the  intervention 
infants  had  significantly  higher  mental  and  physical 
developmental  scores  than  control  infants  at  one  and  two 
year  assessments.  “The  first  two  years  of  life  appear  to  be 
a critical  time  for  intervention,”  Dr.  Resnick  commented. 

The  sample  included  infants  from  mostly  poor,  rural 
families.  Follow-up  declined  to  60  percent  in  the  first  year 
and  25  percent  in  the  second  year. 

The  cost  for  the  NICU  intervention  wasapproximately 
$1,200  per  child.  The  home-based  intervention  care  for 
two  years  cost  $2,400.  “We  have  provided  a relatively 
low-cost  delivery  system  to  help  prevent  developmental 
delay  in  highrisk  infants,”  the  authors  concluded. 


AMERICAN  ACADEMY 
OE  PEDIATRICS 


Medica!  Specialties  News 


Bol.  Asoc.  Med  P.  Rico  - Octubre  ¡987 


The  researchers’  future  studies  will  assess  how  lasting 
these  effects  may  be  and  which  elements  of  the  interven- 
tion were  critical  to  the  outcome. 


CIRCUMCISION:  CULTURAL, 
NOT  MEDICAL  DECISION 


Parents  who  circumcise  their  newborn  sons  do  so 
because  of  cultural  rather  than  medical  reasons,  new 
research  concludes. 

Despite  recent  medical  advice  againt  circumcision,  a 
study  of  Denver  parents  found  that  they  chose  to 
"■rcumcise  their  sons  because  they  didn’t  want  them  to 

ok  “different.”  According  to  the  study,  concerns  about 

edical  issues  were  considerably  less  important  to  the 
arents.  In  fact,  the  strongest  factor  in  the  circumcision 
decision  was  whether  or  not  the  father  was  circumcised. 

Published  in  the  August  issue  of  Pediatrics,  the  journal 
of  the  American  Academy  of  Pediatrics  ( A AP),  the  study 
surveyed  the  parents  of  124  boys  born  at  the  Children’s 
Hospital  at  St.  Luke’s  Hospital,  Denver,  after  the 
circumcision  decision  already  had  been  made  by  the 
parents. 

Eighty  percent  (99)  of  the  boys  had  been  circumcised. 
Researchers  noted  that  of  the  circumcised  fathers,  90 
percent  chose  to  circumcise  their  sons.  Of  the  uncircum- 
cised fathers,  only  23  percent  of  their  newborn  sons  were 
circumcised. 

The  survey  showed  that  parents’  concerns  about  the 
attitudes  of  peers  and  their  sons’  self-concept  in  the  future 
were  prominent  reasons  to  choose  circumcision. 

Researchers  Mark  Brown,  M.D.  and  Cheryl  Brown, 
R.N.,  wrote  that  educating  parents  about  circumcision 
seems  to  make  them  aware  of  the  medical  facts  but  does 
not  significantly  change  the  outcome  of  their  decision. 

Parents  who  chose  circumcision  did  so  for  the 
following  reasons: 

* cleanliness 

* father  was  circumcised 

* fewer  problems  when  their  son  gets  older 

* not  wanting  their  son  to  look  different 

* just  “feeling  it  should  be  done” 

* because  it  will  make  their  son  look  better 

* less  chance  of  infection  or  cancer 

Parents  who  chose  against  circumcision  did  so  because 
they  felt  it  wasn’t  medically  necessary,  feared  bleeding 
and  infection,  wanted  to  leave  the  decision  to  the  child 
later  and  were  concerned  about  pain.  Also,  uncircumcised 
fathers  wanted  their  sons  to  look  like  them.  “It  is  more  an 
emotional  than  a rational  decision,”  the  authors 
commented. 

The  researchers  concluded  that  the  issue  of  circumci- 
sion needs  to  be  recognized  for  its  social  importance. 
“Until  information  is  available  that  addresses  parents’ 
social  concerns  about  circumcision,  it  is  unreasonable  to 
expect  a significant  change  in  circumcision  customs  in  the 
United  States,”  they  said. 


PARENTS’  MISCONCEPTIONS  ON  DIET, 
HEALTH  CAN  DELAY  GROWTH  OF  THEIR 
INFANTS 

Parents  who  are  overly  concerned  about  their  infants’ 
diets  may  do  more  harm  than  good. 

A recent  study  of  infants  with  nonorganic  failure  to 
thrive  — decreased  growth  and  poor  weight  gain — shows 
that  their  parents’  health  beliefs  were  to  blame. 

“It  appears  that  society’s  obsession  with  being  slim  and 
trim  and  its  fear  of  heart  disease  has  resulted  in  another 
disease — poor  growth  and  delayed  development  in 
infancy,”  researchers  said  in  a study  published  in  the 
August  issue  of  Pediatrics,  the  journal  of  the  American 
Academy  of  Pediatrics  (AAP). 

The  study  chronicles  the  dietary  intake  of  seven  infants 
referred  to  North  Shore  University  Hospital,  Manhasset, 
New  York,  from  1981  to  1985.  The  children,  ranging 
from  seven  to  22  months  of  age,  came  from  suburban 
families  where  many  of  the  parents  were  college 
educated.  The  parents,  wishing  to  make  their  babies 
healthier  and  avoid  future  obesity  and  heart  disease, 
restricted  their  calories  and  cut  fat  from  their  diets. 

When  the  researchers  put  the  children  on  a diet  with 
higher  caloric  intakes,  they  gained  weight  and  grew 
appropriately  for  their  age  and  sex. 

The  parents  desired  to  “alter  children’s  futures  by 
altering  their  diet,”  researchers  Michael  Pugliese,  M.D., 
and  Fima  Lifshitz,  M.D.,  said  in  the  study.  “The  parents 
perceived  these  children  as  being  similar  to  themselves, 
i.e.,  obese,  prone  to  atherosclerotic  disease,  chronically 
dieting  to  reduce  weight,”  they  wrote. 

However,  these  restrictive  diets,  typically  including 
lean  meats,  low-fat  dairy  foods  and  complex  carbohy- 
drates — foods  already  present  in  the  parents’  diets — 
caused  the  infants  to  experience  inadequate  weight  gain 
and  have  a decreased  linear  growth  rate.  The  infants  were 
consuming  60  to  94  percent  of  the  recommended  calorie 
intake  for  age  and  sex. 

The  infants  had  no  signs  or  symptoms  of  organic 
disease;  there  was  no  evidence  of  neglect,  lack  of 
availability  of  food  in  the  household,  or  exotic  feeding 
practices. 

During  interview  sessions,  many  of  the  parents  voiced 
fears  and  concerns  about  obesity  and  cardiovascular 
disease.  One  set  of  parents  disclosed  their  concerns  of 
creating  “junk  food  addicts.” 

The  researchers  stress  that  these  parents  had  no  desire 
to  nutritionally  deprive  their  children;  rather,  they  sought 
to  give  them  an  “ideal”  diet. 


NEW  CONJUGATE  HIB  VACCINE  SAFE  IN 
TWO  TO  SIX  MONTH  OLD  INFANTS 


New  research  suggests  that  younger  children  can  now 
receive  protection  against  infections  caused  by  Hib 
(Haemophilus  influenzae  type  b). 
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A new  Haemophilus  influenzae  type  b conjugate 
vaccine  was  found  to  be  safe  and  immunogenic  when 
tested  on  50  infants  between  two  and  six  months  old, 
according  to  research  published  in  this  month’s 
Pediatrics,  the  journal  of  the  American  Academy  of 
Pediatrics  (AAP). 

Although  a vaccine  to  protect  against  diseases  caused 
by  Hib  has  been  in  use,  it  previously  was  recommended 
only  for  children  24  months  of  age  of  older.  However,  in 
the  U.S.,  the  majority  of  cases  of  disease  (80  percent) 
occur  in  children  younger  than  24  months  of  age. 

Hib  is  the  leading  cause  of  bacterial  meningitis  in  the 
U.S.,  and  is  a leading  cause  of  other  serious  infections 
such  as  bacteremia,  epiglottitis,  cellulitis  and  septic 
arthritis. 

The  study  was  done  at  Washington  University  School 
of  Medicine,  St.  Louis;  Children’s  Hospital,  St.  Louis; 
and  the  Batavia  Medical  Center,  Batavia,  IL.  Researchers 
Allen  Lenoir,  M.D.,  Paul  Granoff,  M.D.,  and  Dan 
Granoff,  M.D.,  wrote,  “These  results  are  encouraging 
and  suggest  that  complete  protection  against  H. 
influenzae  type  b disease  may  be  conferred  by  as  few  as 
two  injections  of  conjugate  vaccine  given  at  two  to  six 
months  of  age  with  a booster  injection...  given  in  the 
second  year  of  life.” 

In  this  study,  50  healthy  children  from  pediatric 
practices  and  clinics  in  Illinois  and  Missouri  were 
immunized  with  the  conjugate  vaccine.  They  were  later 
divided  into  two  groups  and  half  received  a second 
immunization  one  month  later;  the  other  half,  two 
months  later. 

“The  data  suggest  that  a two-month  interval  between 
the  first  and  second  injections  results  in  higher  levels  of 
serum  antibody  than  a one-month  interval,”  the 
researchers  said. 

They  concluded  that  infants  vaccinated  as  young  as 
two  or  three  months  of  age  can  make  high  serum 
antibody  responses  to  the  Hib  vaccine.  In  a total  of  105 
injections  that  were  administered,  six  minor  local 
reactions  were  reported  and  fever  was  noted  following 
three  injections.  “There  were  no  other  notable  reactions,” 
the  researchers  wrote. 

The  authors  concluded  that  a large  scale  clinical  trial 
will  be  needed  to  address  the  question  of  vaccine  efficacy 
and  safety.  This  vaccine  was  prepared  by  Merck,  Sharp 
and  Dohme. 


NEW  AAP  SCHOOL  HEALTH  MANUAL: 

GUIDELINES  FROM  SPORTS  INJURIES  TO 
UNDERACHIEVEMENT 

Much  has  changed  regarding  the  health  of  school 
children  since  school  physicians  and  nurses  were  first 
employed  to  identify  and  remove  children  with  contagious 
diseases  and  to  enforce  proper  sanitation  procedures. 

Today,  pediatricians  concerned  with  the  health  of 
school  children  are  knowledgeable  about  many  more 
subjects,  ranging  from  homosexuality  and  sports  injuries 
to  the  causes  of  underachievement  and  developmental 
disabilities. 


The  recently  released  fourth  edition  of  the  American 
Academy  of  Pediatrics’  (AAP)  school  health  manual, 
“School  Health;  A Guide  for  Health  Professionals,”  is  a 
comprehensive  guide  to  help  improve  the  physical, 
emotional  and  mental  health  of  school  children. 

Written  by  the  AAP’s  Committee  on  School  Health, 
major  sections  of  the  guide  include  the  following  health 
information: 

Preschool/Elementary  School 

Parents  who  view  preschool  and  kindergarten  atten- 
dance as  an  achievement  reflecting  credit  on  themselves 
may  subject  their  children  to  school  pressures  before  they 
are  ready.  According  to  Jerry  Newton,  M.D.,  editor  of 
the  AAP  school  health  manual,  “Some  four  and  five 
year-olds  adapt  easily  and  happily  to  school;  others  who 
are  not  quite  as  developmentally  advanced  may 
experience  difficulty  if  started  at  too  young  of  an  age.” 

Fear  of  going  to  school  can  occur  at  any  age.  In  the 
younger  child,  school  phobia  often  results  from  separa- 
tion anxiety,  which  may  stem  as  much  from  the  parentsas 
from  the  child.  The  older  child  may  be  having  academic 
failure  or  problems  with  peers.  Regardless  of  what  causes 
the  phobia,  parents  and  the  school  must  firmly  support 
returning  the  child  to  school. 

School  personnel  must  carefully  avoid  labeling,  and 
instead  recognized  how  widely  children  of  the  same 
chronological  age  vary  in  temperament  and  learning 
style.  Given  time,  most  children  will  perform  asexpected. 
“Quiet,  reflective  children  usually  adapt  more  easily  than 
active,  impulsive  children,”  Dr.  Newton  said,  “though 
both  may  be  of  the  same  age  and  intelligence  level.” 

Junior  High/High  School 

The  age  of  physical  maturation  may  strongly  influence 
the  social  adaptation  of  adolescent  boys  in  school.  A 
more  mature  boy  may  compete  more  easily  on  school 
teams,  be  more  popular  with  girls  and  be  voted  into  class 
office.  Less  mature  boys  should  be  encouraged  to  parti- 
cipate in  activities  suitable  for  their  site — swimming, 
gymnastics  and  tennis.  Weight  lifting,  however,  should 
be  avoided  byall  children  until  theyare  well  into  pubertv. 

Many  pupils  who  are  intellectually  and  physically 
capable  of  completing  high  school  fail  to  do  so.  Reasons 
fro  the  student’s  desire  to  drop  out  should  be  investi- 
gated, and  alternatives  should  be  explored.  According  to 
Joseph  Zanga,  M.D.,  former  chairman  of  the  AAP 
Committee  on  School  Health,  “Social  pressure,  physical 
and  emotional  ills  and  lack  of  family  support  cause  many 
intellectually  and  physically  capable  students  to  do 
poorly  in  school. 

Dr.  Zanga  believes  that  physicians  and  school  nurses, 
as  well  as  other  school  personnel,  must  be  attentive  to  the 
earliest  signs  of  trouble.  “Working  with  the  child  and 
family  to  solve  the  problem,  be  it  family  conflict,  personal 
feelings  of  inadequacy,  drug  use,  sexuality  issues  or 
others,  is  usually  made  possible  by  a coordinated  effort,” 
he  continued. 

Many  adolescents  have  thoughts  about  homosexual 
activity.  In  the  vast  majority  of  these  cases,  homosexual 
considerations  and  even  enconters  do  not  predispose  to 
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later  obligatory  homosexuality,  but  appear  to  be 
common  developmental  experiences  en  route  to  conven- 
tional heterosexual  identity. 

Physical  Education 

Physical  education  in  classes  should  be  held  at  least 
three  times  weekly  for  both  normal  and  handicapped 
children  in  all  grades.  More  emphasis  is  needed  on 
lifetime  sports  such  as  jogging,  cycling,  tennis,  golf, 
skiing,  boating,  handball,  stretching  exercises  and 
aerobics. 

An  estimated  20,000,000  school  children  in  the  U.S. 
participate  on  team  sports  and  approximately  1,000,000 
of  them  sustain  injuries  annually.  Football  players  have  a 
greater  total  number  of  injuries  than  other  interscholastic 
athletes. 

“Inappropriate  coaching,  unavailability  of  guidande 
by  a team  pediatrician  and  individual  developmental 
delay  all  contribute  to  this  problem,”  Dr.  Zanga  said. 
“Contact  sports  such  as  football,  however, are  especially 
in  need  of  sound  coaching  and  medical  support,”  he 
added. 


INFECTIOUS  DISEASE:  STILL  A CONTRIBUTOR 
TO  INFANT  MORTALITY 


Programs  to  reduce  infant  mortality  should  place 
increased  emphasis  on  preventing  infectious  diseases. 
Centers  for  Disease  Control  (CDC)  researchers  suggest, 
because  these  diseases  are  still  a “major  contributor”  to 
infant  mortality  in  the  United  States. 

In  reviewing  National  Center  for  Health  Statistics 
mortality  data  from  1980,  the  researchers  found  that 
infectious  diseases  contributed  to  12.5  percent  of  all 
infant  deaths  and  to  “almost  400,000  years  of  potential 
life  lost  because  of  infant  deaths.” 

“A  great  many  of  these  deaths  occurred  among 
otherwise  healthy  children,”  CDC  researchers  Janine 
Jason,  M.D.,  and  William  Jarvis,  M.D.,  said  in  the 
study,  published  in  the  September  issue  of  Pediatrics,  the 
journal  of  the  American  Academy  of  Pediatrics  (A AP). 

The  researchers  stressed  that  the  development, 
improvement  and  application  of  vaccines  in  the  first  year 
of  life,  and  research  on  the  efficacy  of  maternal  immuni- 
zations and  the  role  of  human  milk  with  regard  to 
infection,  are  areas  that  need  to  be  addressed  before  the 
incidence  of  infectious  diseases  in  newborns  and  infants 
can  be  reduced. 

Although  maternal-infant  care  programs  and  health 
education  are  important,  they  noted,  they  “have  not  yet 
proven  to  be  a cost-efficient  means  of  decreasing  infant 
mortality  and  low  birth  weight  on  a national  level.” 
Recent  data  suggest  that  the  percentage  of  low  birth 
weight  babies  born  each  year  has  not  changed,  but 
technological  advancements  have  led  to  increased 
survival  of  low  birth  weight  infants. 

This  study  showed  that  a higher  proportion  of 
nonwhite  infants  died  of  causes  related  to  infectious 


diseases.  In  fact,  the  mortality  rate  for  infectious  diseases 
in  black  infants  was  twice  that  for  white  infants. 

The  researchers  said  the  study  was  not  intended  to 
detract  from  the  importance  of  maternal  education  and 
prenatal  care,  but  rather  to  reemphasize  the  importance 
of  infectious  diseases  research. 

“In  these  times  of  decreasing  federal  resources, 
infectious  disease  prevention  merits  intensified  atten- 
tion,” the  researchers  said.  “Programs  should  be 
designed  to  emphasize  proven  preventive  methods, 
rather  than  to  develop  approaches  for  which  efficacy  has 
not  been  shown  in  the  past.” 

A major  federal  health  priority  is  to  reduce  infant 
mortality  by  at  least  35  percent  (fewer  than  nine  deaths 
per  1,000  live  births)  by  1990.  Regrettably,  the 
researchers  noted,  the  time  needed  to  achieve  this  goal 
may  be  lengthening. 


ANESTHESIA  RECOMMENDED  FOR  NEWBORNS 
IN  MOST  SITUATIONS 


The  question  of  giving  an  anesthetic  or  analgesic  agent 
to  newborns  undergoing  surgical  procedures  is  a dilema 
that  has  troubled  physicians  for  decades.  The  traditional 
rationale  for  withholding  anesthesia  was  that  the  risk  of 
such  an  agent  is  too  great  to  justify  the  possible  benefit  of 
pain  relief,  especially  in  unstable  neonates. 

Now,  however,  the  American  Academy  of  Pediatrics 
(AAP)  believes  that  newly-available  local  or  systemic 
pharmacologic  agents  permit  relatively  safe  administra- 
tion of  anesthesia  or  analgesia  in  accordance  with  usual 
guidelines  for  high-risk,  potentially  unstable  patients. 

In  a policy  statement  in  September’s  Pediatrics,  the 
journal  of  the  AAP,  the  group’s  Committee  on  Fetus  and 
Newborn,  Committee  on  Drugs,  Section  on  Anesthesio- 
logy and  Section  on  Surgery  Concur  with  new  evidence 
suggesting  that  neonates,  including  those  born  preterm, 
demonstrate  physiologic  responses  to  surgery  that  are 
similar  to  those  of  adults  and  that  these  responses  can  be 
lessened  with  anesthetic  agents. 

In  addition,  the  Academy  notes  there  is  increasing 
evidence  that  neonatal  cortical  function  is  far  greater 
than  previously  thought.  In  fact,  short-term  behavior 
may  be  affected  by  prior  painful  stimuli. 

Ronald  Poland,  M.D.,  chairman  of  the  AAP’s 
Committee  on  Fetus  and  Newborn,  suggests  however, 
that  anesthesia,  for  example,  because  it  lowers  blood 
pressure,  must  sometimes  be  reduced  or  even  discon- 
tinued in  surgical  procedures  for  premature  infants, 
persons  who  suffer  major  trauma,  or  any  patient  whose 
blood  pressure  already  is  dangerously  low. 

Yet,  Dr.  Poland  continues,  current  research  shows 
that,  in  most  infant  surgery  cases,  anesthesia  will  help 
reduce  stress  without  adding  significantly  to  the  risk  of 
side  effects. 

In  addition,  Juan  Gutierrez-Mazorra,  M.D.,  chairman 
of  the  AAP’s  Section  on  Anesthesiology,  comments  that 
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the  anesthesiologist  will  base  his  choice  of  anesthetic 
and/or  the  decision  to  withhold  anesthesia  or  analgesia 
from  neonates  on  the  same  medical  criteria  as  older 
patients.  It  should  be  based  solely  on  the  infant’s  age  or 
perceived  degree  of  cortical  maturity. 


American  Academy 
of  Ophthalmology 


PHYSICIANS  URGE  REMOVAL  OF  SALT 
TABLETS  FROM  EYE  CARE  SHELVES:  LINK  TO 
CONTACT  LENS  INFECTION 


Salt  tablets  used  to  disinfect  contact  lenses  should  be 
removed  from  the  eye  care  sections  of  pharmacies  and 
packaged  with  a warning  label,  ophthalmologists  urged 
today. 

The  American  Academy  of  Ophthalmology  issued  a 
public  health  alert  about  the  danger  of  using  salt  tablets 
to  prepare  homemade  saline  solutions  for  rinsing,  storing 
or  cleaning  contact  lenses.  The  Academy  has  urged  the 
Food  and  Drug  Admistration  (FDA)  to  remove  the 
tablets  from  ophthalmic  shelves,  and  to  require  that  they 
be  labeled:  “Not  for  Eye  or  Contact  Lens  Use.” 

The  Academy  cited  recent  studies  linking  improper  use 
of  homenade  saline  solutions  by  soft  contact  lens  wearers 
to  Acanthamoeba  keratitis,  a rare  but  dangerous  corneal 
infection  that  can  result  in  blindness. 

“Acanthamoeba  infections  of  the  cornea  are  rare,” 
said  Scott  M.  MacRae,  MD,  Assistant  Professor  of 
Ophthalmology  at  the  Oregon  Health  Science  University 
in  Portland.  “But  any  contact  lens  wearer  who  does  not 
follow  a careful  cleaning  and  disinfecting  regimen  is  at 
risk  of  getting  this  or  other  types  of  serious  corneal 
infection.” 

Homemade  saline  solutions  are  made  with  salt  tablets 
and  distilled  water  and,  unlike  commercially  prepared 
saline  solutions,  cannot  be  guaranteed  sterile.  Recent 
studies  show  that  such  solutions  are  frequently  contami- 
nated with  dangerous  microorganisms  including  Acan- 
thamoeba. 

Acanthamoeba  is  a free-living  protozoa  that  thrives  in 
moist  environments.  The  infection  is  extremely  serious 
because  it  is  difficult  to  treat  with  antibiotics.  Infected 
patients  often  have  months  of  disabling  pain,  reduced 
vision,  and  even  partial  or  total  blindness.  They  may 
require  corneal  transplantation. 

Only  100  cases  of  the  corneal  infection  have  been 
reported  to  the  CDC  since  1973.  But  because  of  the 
popularity  of  contact  lenses,  there  is  potential  for  a rise  in 
the  incidence  of  infection.  Dr.  MacRae  said.  More  than 
20  million  Americans  wear  contact  lenses — about  one 
million  of  whom  use  salt  tablets  to  make  their  own  saline 
solutions. 

A study  released  last  month  by  the  national  Centers  for 


Disease  Control  (CDC)  found  that,  of  27  soft  contact  lens 
wearers  who  suffered  the  Acanthamoeba  infection, 
78  percent  used  homemade  saline  instead  of  commer- 
cially prepared  saline,  and  72  percent  disinfected  their 
lenses  frequently  than  lens  manufacturers  recommend. 

Contact  lens  wearers  should  take  these  steps  to  protect 
against  infection: 

• Store,  clean  and  rise  lenses  in  sterile,  commercially 
prepared  ophthalmic  saline  solutions  rather  than  in 
homemade  saline  solution  prepared  from  salt  tablets 
and  distilled  water. 

• Disinfect  lenses  in  accordance  with  your  doctor’s 
recommendations  and  guidelines  provided  by  the 
lens  manufacturer. 

• Avoid  touching  the  tips  of  solution  bottles  or  using 
solutions  beyond  the  recommended  period,  to 
prevent  contamination. 

• At  the  first  sign  of  eye  pain,  redness,  excessive  tearing 
or  blurred  vision,  remove  lenses  immediately  and  see 
your  ophthalmologist. 

For  a copy  of  the  Academy’s  public  health  note  on 
Acanthamoeba  keratitis,  or  a brochure  on  contact  lenses, 
send  a stamped,  self-addressed  business  size  envelope  to 
Inquiry  Clerk,  American  Academy  of  Ophthalmology, 
P.O.  Box  7424,  San  Francisco,  CA  94120-7424. 
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A lot  of  women  are  so  afraid  of 
breast  cancer  they  don’t  want  to  hear 
about  it. 

And  that’s  what  frightens  me. 

Because  those  women  won’t  prac- 
tice breast  self-examination  regularly. 

Those  women,  particularly  those 
over  35,  won’t  ask  their  doctor  about  a 
mammogram. 

Yet  that’s  what’s  required  for  breast 
cancer  to  be  detected  early.  When  the 
cure  rate  is  90%.  And  when  there’s  a 
good  chance  it  won’t  involve  the  loss  of 
a breast. 

But  no  matter  what  it  involves,  take  it 
from  someone  who’s  been  through  it  all. 

Life  is  just  too  wonderful  to  give  up 
on.  And,  as  1 found  out,  you  don’t  have 
to  give  up  on  any  of  it.  Not  work,  not 
play,  not  even  romance. 

Oh,  there  is  one  thing,  though. 

You  do  have  to  give  up  being  afraid 
to  take  care  of  yourself. 


AAAERICAN  CANCER  SOQETY’ 

\ Get  a checkup.  Life  is  worth  it. 


MEDICAL  LESSONS  FROM  CHERNOBYL 

The  1986  Chernobyl  nuclear  accident  showed  that  such 
events  are  far  more  complex  than  earlier  imagined,  and 
that  medical  interventions  vary  in  their  effectiveness  and 
limitations,  a report  in  JAMA  says. 

Chernobyl  also  indicated  that  accident  victims  can 
survive  considerably  greater  radiation  exposure  than 
anticipated,  writes  Robert  Peter  Gale,  MD,  PhD,  of  the 
UCLA  School  of  Medicine,  Los  Angeles,  who  helped  to 
treat  Chernobyl  victims.  This  is  likely  due  to  recent 
advances  in  available  support  care,  he  says. 

A related  report  in  this  week’s  JAMA,  the  annual 
Hiroshima  issue  marking  the  anniversary  of  the  first  use 
of  the  atomic  bomb,  says  the  United  States  appears  to 
have  ample  medical  and  radiologic  resources  to  deal  with 
a non-military  nuclear  accident,  but  should  better 
organize  these  resources  to  insure  preparedness. 

Gale  says  medical  response  to  radiation  accidents  will 
vary  according  to  the  spectrum  of  injuries  and  toxic 
effects.  Chernobyl  was  a graphite-moderated  reactor,  he 
notes;  the  accident  caused  an  intense  graphite  fire, 
prompting  substantial  thermal  as  well  as  radiation 
injuries  to  workers. 

“It  is  not  possible  to  devise  a specific  medical  plan  for 
all  accidents  or  to  draw  conclusions  about  the  value  of 
different  medical  interventions  from  a single  accident,” 
he  says.  “Physicians  must  be  prepared  to  respond  to  the 
full  range  of  potential  injuries.” 

Two  people  died  immediately  at  Chernobyl;  29  more 
died  of  radiation  and/or  thermal  injuries  in  following 
months.  These  included  1 1 of  1 3 bone  marrow  transplant 
patients  and  all  six  patients  who  received  fetal  liver  cell 
infusions.  Gale  says.  “It  is  certain  that  bone  marrow 
transplantation  can  only  save  a small  proportion  of 
victims  of  radiation  accidents,”  he  acknowledge. 

However,  Gale  adds,  more  than  90  percent  of  the  500 
accident  victims  hospitalized  in  total  are  well,  and  most 
have  been  discharged.  Of  the  500,  he  notes,  more  than  200 
received  a radiation  dose  exceeding  100  rad;  more  than  35 
were  exposed  to  an  excess  of  500  rad. 

Gales  says  Chernobyl  offers  two  other  lessons;  one, 
that  “a  nuclear  accident  anywhere  is  a nuclear  accident 


everywhere;”  and  second,  that  “the  medical  response  to 
Chernobyl,  involving  physicians  and  scientists  from  20 
nations  and  several  m.illion  dollars  in  supplies  and 
equipment,  would  appear  trivial  in  the  context  of  a 
nuclear  war.” 

In  the  second  report,  Roger  E.  Linnemann,  MD,  of  the 
University  of  Pennsylvania  School  of  Medicine  and 
Radiation  Management  Consultants  (RMC),  Philadelphia, 
notes  Chernobyl  was  the  first  time  a pre-planned, 
organized  emergency  medical  program  responded  to  a 
nuclear  accident  involving  mass  radiation  casualties.  He 
says  the  effort  was  largely  a success  because  it  was 
centrally  directed,  medical  experts  were  immediately 
available  both  on  site  and  at  regional  hospitals,  and  other 
experts  were  available  to  help  regional  hospitals  evaluate 
those  needing  further  care. 

“The  Soviet  experience  emphasizes  the  need  to 
establish  priorities  in  medical  response,”  Linnemann 
says.  He  notes  there  are  two  major  U.S.  programs  with  a 
committed  24-hour  availability  for  medical  response  to 
nuclear  accidents:  a government  program  in  Oak  Ridge, 
Tenn.,  and  an  industry  program,  RMC.  But  he  suggests  a 
number  of  steps  be  taken  to  properly  assess  all  the 
resources  available  and  needed  to  respond  to  non- 
military nuclear  accidents  in  the  U.S. 

Nuclear  facilities  where  accidents  could  results  in  more 
than  a few  serious  radiation  injuries  should  be  identified, 
with  an  eye  toward  potential  accident  scenarios,  he  says. 
In  addition,  he  suggests,  the  availability  of  locally  trained 
medical  resources  around  each  facility  should  be  deter- 
mined, along  with  which  other  institutions  and  organiza- 
tions provide  emergency  response  and  are  prepared  to 
serve  as  specialty  care  centers. 

It  appears  likely  that  the  U.S.  has  ample  resources  to 
cope  with  non-military  nuclear  accidents,  Linnemann 
concludes.  “However,  these  resources  are  not  always 
readily  identifiable  or  organized  to  respond  in  a timely 
manner  to  provide  the  best  patient  care  and  alleviate  the 
enormous  anxiety  that  is  sure  to  accompany  a large 
acciden.  That  is  the  lesson  of  Chernobyl!” 

In  a third  report,  David  V.  Becker,  MD,  of  New  York 
Hospital-Cornell  Medical  Center,  New  York,  says 
Chernobyl  data  might  help  public  health  officials  gauge 
the  usefulness  of  distributing  potassium  iodide  (KI)  to 
block  the  body’s  uptake  of  I- 1 3 1 , the  kind  of  radioactive 
iodine  likely  to  be  released  in  a reactor  accident.  KI  was 
used  for  a few  days  in  the  population  in  the  immediate 
vicinity  of  the  Chernobyl  accident  site. 

There  is  concern  that  concentration  of  1-131  by  the 
thyroid  may  lead  to  thryoid  abnormalities,  including 
cancer.  KI  can  block  thyroid  uptake  of  1-131,  but  “for 
maximum  effectiveness...  must  be  taken  immediately 
before  or  at  the  time  of  exposure,  a requirement 
producing  major  distribution  problems,”  Becker  writes. 
It  also  can  have  toxic  side  effects,  he  says,  concluding 
that,  “in  most  accident  scenarios,  the  overall  gain  from 
KI  use  seems  to  be  marginal.” 

JAMA  August  7.  1987 


442 


Ama  .Wm'-v 


Ho/.  A\oí  . McíL  P.  Rico  - ()clut>re  I9H7 


MEDICAL  EFFECTS  OF  1954  H-BOMB 
TEST  UNDERESTIMATED 

Early  studies  underestimated  by  one-third  the  risk  of 
thyroid  abnormalities  in  Pacific  islanders  exposed  to 
fallout  from  a 1954  H-bomb  test,  concludes  a report  in 
JAMA. 

Fallout-related  abnormalities  — both  malignant  and 
benign  thyroid  nodules — were  not  limited  to  two  islands 
heavily  contaminated  by  the  test,  as  earlier  researchers 
thought,  but  extended  throughout  12  other  atolls 
previously  believed  unexposed  to  fallout,  Thomas  E. 
Hamilton,  MD,  PhD,  of  the  University  of  Washington, 
Seattle,  and  colleagues  find.  This  suggests  a linear  dose- 
response  relationship  between  exposure  and  thyroid 
problems,  they  conclude. 

The  1954  blast,  code-named  BRAVO,  involved 
atmospheric  detonation  of  a 15-megaton  thermonuclear 
device  on  Bikini  Atoll  in  the  northern  Marshall  Islands. 
Acute  radiation  sickness  was  reported  among  inhabitants 
of  an  atoll  closest  to  the  test  site;  the  main  long-term 
effect  was  development  of  thyroid  nodules  among 
inhabitants  — especially  children — of  that  atoll  and 
another  one  nearby. 

Earlier  studies  assumed,  however,  that  these  islands 
were  the  only  two  northern  atolls  exposed  to  BRAVO 
fallout  and  used  those  living  on  other  northern  atolls 
during  the  test  as  “unexposed”  controls  in  studying  the 
bomb’  health  effects.  Thus,  the  new  study  says,  the 
prevalence  of  thyroid  nodules  determined  for  the 
controls  was  too  high,  and  the  estimated  risk  for 
“exposed”  islanders  too  low. 

In  the  new  study,  researchers  screened  nearly  7,300 
Marshall  Islanders  on  14  atolls  for  thyroid  nodules,  then 
figured  thyroid  nodule  prevalence  in  2,300  of  these  who 
were  alive  in  1954.  There  was  an  inverse  linear  relation- 
ship between  distance  from  each  atoll  to  the  test  site  and 
age-adjusted  prevalence. 

The  authors  estimate  the  prevalence  of  nodules  in 
unexposed  islanders  at  2.45  percent  (the  mean  prevalence 
of  the  two  southernmost  atolls),  compared  with  6.3 
percent  cited  in  previous  studies.  They  use  this  new  figure 
to  estimate  an  “absolute  risk  coefficient”  for  fallout- 
related  thyroid  problems,  a means  of  comparing  the  risk 
of  abnormalities  among  exposed  populations.  This  figure 
is  put  at  1 1 excess  cases  of  nodules,  per  rad  of  thyroid 
radiation  dose,  per  years  at  risk, per  1 million  people — 33 
percent  higher  than  previous  estimates. 

“The  public  health  implications  of  these  results  are 
important  not  only  to  the  Marshallese  people  but  also  to 
populations  that  may  be  exposed  to  short-lived  radio- 
iodines from  fallout  such  as  may  occur  during  nuclear 
reactor  accidents,”  the  authors  conclude. 

In  a related  Landmark  Perspective,  Stuart  C. 
Finch,  MD,  of  the  Radiation  Effects  Research  Founda- 
tion, Hiroshima,  Japan,  comments  on  a June  \9A6  JAMA 
report  on  acute  radiation  syndrome,  a study  of  21  people 
who  suffered  radiation  sickness  as  a result  of  the  atomic 
bombings  of  Hiroshima  and  Nagasaki.  This  landmark 
study  by  Col.  Paul  D.  Keller,  MC,  USA,  reprinted  in  this 


week’s  JAMA,  details  the  nausea,  vomiting,  hematologic 
and  other  symptoms  characterizing  the  syndrome. 

This  probably  was  the  first  major  medical  journal 
article  to  properly  identify  and  organize  the  syndrome’s 
key  features.  Finch  writes.  Later  definitions  in  the  litera- 
ture “represent  embellishments  and  refinements”  of 
Keller’s  work,  “but  his  basic  description  of  (the 
syndrome’s)  clinical  pattern  is  unchanged,”  he  says. 

Interestingly,  Finch  writes,  the  1986  accident  at  the 
Chernobyl  nuclear  plant  in  the  Soviet  Union  “has  again 
alerted  the  medical  profession  to  the  need  for  a complete 
understanding  of  the  diagnosis  and  proper  management 
of  persons  with  the  acute  radiation  syndrome.”  While 
Keller’s  observations  of  40  years  earlier  remain  impor- 
tant in  terms  of  dose  assessment  and  patient  management, 
he  says,  “the  lessons  of  Chernobyl...  emphasize  our 
continued  poor  understanding  of  the  pathogenesis,  and 
management  of  acute  radiation  syndrome.  There  is 
urgent  need  for  renewed  research  and  planning  in  the 
field  of  radiation  accidents  if  we  are  to  continue  to  accept 
the  nuclear  option  as  an  alternate  source  of  energy.” 

JAMA  August  7,  1987 


PREDNISONE  IMPROVES  MUSCULAR 
DYSTROPHY 

Two  studies  in  August’s  Archives  of  Neurology  offer 
new  evidence  that  the  steroid  prednisone  can  slow  the 
progression  of  Duchenne  muscular  dystrophy  (DMD), 
the  most  common  form  of  this  muscle-wasting  disease. 
Michael  H.  Brooke,  MD,  of  the  Washington  University 
School  of  Medicine,  St.  Louis,  and  colleagues  treated  33 
boys  with  DMD  with  high-dose  prednisone  for  six 
months.  Muscle  strength,  pulmonary  function  and  other 
functional  ability  all  improved  over  the  period,  although 
muscle  contractures  did  not,  the  study  says.  The  second 
report,  a long-term  study  by  Shari  DeSilva,  MD,  of  the 
Johns  Hopkins  University  School  of  Medicine,  Baltimore, 
and  colleagues,  finds  prednisone  significantly  slowed  the 
progression  of  DMD  in  16  patients,  allowing  them  to 
walk  an  average  of  more  than  two  years  longer  than 
untreated  controls.  Both  studies  report  significant  side 
effects,  including  weight  gain. 


ASSESSING  PSYCHIATRIC  DISORDERS 
IN  CHILDREN 


Parents  and  children  don’t  agree  on  the  nature  and 
extent  of  a child’s  psychiatric  problems,  with  parents 
tending  to  underreport  them,  says  a study  in  August’s 
Archives  of  General  Psychiatry.  Myma  M.  Weissman,  PhD, 
now  of  the  College  of  Physicians  and  Surgeons, 
Columbia  University,  New  York,  and  colleagues  say  such 
discrepancies  were  first  noted  some  years  ago,  but  use  of 
new  assessment  and  diagnostic  techniques  hasn’t 
improved  the  situation.  The  study  compares  results  of 
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independent  interviews  with  220  children  aged  6 to  23 
years,  and  with  their  parents.  “The  children  reported 
more  illness  about  themselves  than  the  parents  reported 
about  them,”  the  study  says.  Until  the  reasons  for  such 
differences  are  pinpointed  and  resolved,  the  study 
suggests  “an  independent  assessment  of  the  child’s 
diagnosis  based  on  information  from  multiple  infor- 
mants, including  the  child,  may  the  best  estimate.” 


HIV  INFECTION  IN  LOW-INCIDENCE  AREAS; 

MALE-FEMALE  TRANSMISSION 

High-risk  sexual  activity  may  still  be  the  norm  among 
homosexual  men  in  areas  with  low  AIDS  incidence,  says 
a study  in  JAMA. 

Another  study,  of  male-to-female  transmission  of 
human  immunodeficiency  virus  (HIV)  infection,  finds 
repeated  contact  with  an  infected  partner,  and  anal  inter- 
course, linked  to  higher  infection  risk. 

Both  studies  urge  more  education  and  counseling  to 
stem  HIV  spread.  That  call  is  echoed  in  a third,  related 
report  offering  physicians  suggestions  for  preventing  the 
transmission  of  AIDS  and  other  sexually  transmitted 
diseases  (STDs). 

In  the  first  study,  David  W.  Fleming,  now  of  the 
Oregon  State  Health  Division,  Portland,  and  colleagues 
ran  HIV  tests  on  serum  samples  from  patients  at  STD 
clinics  in  New  Mexico,  a state  with  a low  AIDS  incidence. 
One  in  seven  samples  from  homosexual/bisexual  men 
tested  was  HIV-positive,  they  say. 

“The  relatively  high  rate  of  HIV  seropositivity  among 
gay  men  with  other  (STDs)  indicates  that  transmission  of 
(AIDS)  is  continuing  in  this  low-incidence  area,”  they 
say.  “This  proportion...  is  likely  to  increase  because 
measures  that  prevent  the  spread  of  infection  have  not 
been  uniformly  adopted  by  those  at  risk.”  Unprotected 
sexual  activity  “may  still  be  the  norm  for  many  gay  and 
bisexual  men  in  New  Mexico,”  the  authors  conclude, 
citing  a survey  of  gay  men  in  Albuquerque  indicating  that 
76  percent  were  practicing  receptive  anal  intercourse  but 
only  10  percent  used  a condom  more  than  10  percent  of 
the  time. 

One  reason  for  this,  they  say,  may  be  the  time  lag 
between  seroconversion  and  onset  of  illness;  many  of 
those  at  risk  for  AIDS  “may  be  in  danger  of  acquiring 
infection  before  the  number  of  reported  cases  is  large 
enough  to  motivate  significant  risk-reducing  behavior.” 
The  authours  suggest  that  even  in  low-incidence  areas, 
education  and  risk-reduction  and  risk-reduction  pro- 
grams should  be  implemented.  They  recommend  STD 
clinics  as  a posible  site  for  such  efforts. 

The  second  study,  by  Nancy  Padian,  PhD,  of  the 
University  of  California  School  of  Public  Health, 
Berkeley,  and  colleagues,  looks  at  97  female  sexual 
partners  of  93  HIV-positive  males.  Most  were  partners  of 
bisexual  men;  all  had  sexual  contact  within  the  year 
before  their  partner  was  diagnosed  with  AIDS  or  HIV. 
Overall,  23  percent  of  the  women  were  infected,  the 
authors  say,  concluding.  “It  is  clear  that  HIV  infection  is 
extending  from  high-risk  men  to  heterosexual  women.” 


Total  number  of  sexual  contacts  with  an  infected 
partner  was  significantly  associated  with  transmission,  as 
was  anal  intercourse.  “Aside  from  one  case  history,  this  is 
the  first  study  to  find  an  association  between  anal  inter- 
course and  HIV  infection  among  heterosexuals,”  the 
authors  say.  Many  women  in  the  study  say  their  partners 
used  condoms,  but  protective  measures  among  infected 
women  often  were  instituted  long  after  sexual  activity 
began  and  HIV  was  transmitted. 

Although  the  actual  number  of  women  contracting 
HIV  from  infected  men  remains  undetermined,  the 
authors  estimate  that  up  to  2.5  percent  of  women  aged  25 
to  54  years  living  in  high-incidence  areas  may  be  infected. 
While  more  research  is  needed  to  confirm  actual  popula- 
tion trends,  “empirical  results  from  these  and  other 
studies  highlight  the  necessity  of  educating  women  and 
men  about  ways  to  reduce  risks  of  heterosexual  HIV 
transmission,”  the  authors  conclude. 

Finally,  a U.S.  Preventive  Services  Task  Force  report, 
by  Charles  R.  Horsburgh,  Jr.,  MD,  of  the  University  of 
Colorado  Health  Sciencies  Center,  Denver,  and  colleagues, 
presents  recommendations  for  primary  care  physicians  in 
preventing  specified  STDs.  These  include  gonorrhea, 
syphilis,  enteric  infections  (a  group  of  infections  common 
to  gay  men),  genital  warts,  herpes  simplex,  hepatitis  B, 
chlamydia,  and  AIDS. 

Physicians  are  encouraged  to  provide  patient  educa- 
tion aimed  at  proper  treatment,  risks  of  and  therapies  for 
the  diseases  and  for  changes  in  behavior  to  prevent 
further  spread.  Methods  of  prevention,  reporting  and 
tracing  of  sexual  partners  are  included  in  the  report. 
“Further  research  on  methods  of  patient  education  and 
their  effectiveness  in  preventing  STDs  is  sorely  needed,” 
the  authors  conclude. 


BLUE-COLLAR  WORKERS  AT  HIGHER 
HEjART  RISK;  STUDY 


White-collar  workers  appear  to  run  a significantly 
lower  risk  of  dying  of  coronary  heart  disease  — perhaps 
30  percent  less — than  do  blue-collar  employees,  a study  in 
JAMA  says. 

The  risk  difference  exists  even  after  controlling  for  a 
large  number  of  known  coronary  risk  factors,  says  the 
study  by  Julie  E.  Buring,  ScD,  of  the  Brighma  and 
Women’s  Hospital  and  Harvard  Medical  School, 
Boston,  and  colleagues.  “It  still  remains  unclear, 
however,  whether  other  uncontrolled  variables  explain 
the  observed  association  or  whether  some  component  of 
occupation  itself  has  an  etiologic  (causative)  role  in  fatal 
coronary  heart  disease,”  they  report. 

They  study  looked  at  568  married  men,  aged  30  to  70 
years,  who  died  of  coronary  heart  disease  and  an  equal 
number  of  matched  controls.  The  wives  of  the  men  in 
both  groups  provided  information  on  occupation,  job- 
related  and  leisure-time  physical  activity,  medical  history 
and  life-style.  “White-collar  workers  had  a statistically 
significant  30  percent  decreased  risk  of  fatal  coronary 
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heart  disease  compared  with  blue-collar  workers  once  the 
effects  of  reported  coronary  risk  factors  were  taken  into 
account,”  the  study  finds. 

A number  of  earlier  studies  on  the  link  between 
occupation  and  heart  disease  have  had  conflicting  results. 
The  new  data  are  consistent  with  results  of  a recent  study 
involving  more  than  17,000  British  civil  servants,  say  the 
authors  say,  who  call  for  further  research  to  pinpoint  the 
cause  of  the  risk  difference. 

“On  the  basis  of  currently  available  evidence,  it  seems 
premature  to  ascribe  different  coronary  heart  disease 
risks  in  different  coronary  heart  disease  risks  in  different 
occupational  grades  to  characteristics  of  the  job  or 
workplace,”  the  study  concludes.  “Further  studies 
should  focus  on  the  inter-relationships  of  occupational 
status  with  a variety  of  nutritional,  medical  and 
psychosocial  variables.” 

JAMA  August  14,  1987 


RISK  GUIDELINES  FOR  CAROTID 
ENDARTERECTOMY 


A study  in  JAMA  outlines  guidelines  for  when  to 
perform  carotid  endarterectomy,  the  controversial 
procedure  designed  to  head  off  stroke  by  surgically 
clearing  the  carotid  artery. 

Carotid  endarterectomy,  performed  more  than  100,000 
times  a year  in  the  U.S.,  can  be  risky,  and  studies  have 
questioned  its  effectiveness.  In  an  effort  to  develop 
guidelines  for  its  appropriate  use,  David  B.  Matchar,  MD, 
of  the  Duke  University  Medical  Center,  Durham,  N.C., 
and  Stephen  G.  Banker,  MD,  of  the  Tufts  University 
School  of  Medicine,  Boston,  used  computer  modeling  to 
simulate  possible  outcomes  for  a cohort  of  patients  at  risk 
for  stroke. 

The  researchers  figured  in  published  estimates  of 
surgical  risk  and  efficacy,  annual  stroke  rate  and  non- 
stroke mortality.  Surgical  risk  and  efficacy  and  stroke 
risk  were  found  to  be  the  most  imporatant  factors  in 
determining  when  the  surgery  is  appropriate.  The 
authors  then  produced  surgery  guidelines  based  on 
estimated  risk  of  future  stroke. 

The  study  says  the  surgery  is  not  indicated  for  patients 
with  a stroke  risk  of  less  than  3 percent  per  year.  For  a 
3 to  5 percent  stroke  risk,  low-risk  surgery  can  be 
expected  to  provide  a benefit  of  at  most  three  months  of 
quality  life,  depending  on  surgical  efficacy,  the  authors 
say. 

But  for  stroke  risk  of  5 to  10  percent,  even  nigh-risk 
surgery  is  favored,  if  surgical  efficacy  is  greater  than 
30  percent.  For  stroke  risk  over  10  percent,  even  high- 
risk,  low-efficacy  surgery  should  be  considered,  the 
authors  say.  “The  challenge  to  advocates  of  carotid 
endarterectomy  is  to  develop  a cost-effective  strategy  for 
identifying  patients  at  high  risk  for  stroke,”  they 
conclude. 

JAMA  August  14,  1987 


NEW  PERTUSSIS  VACCINE  TESTED 

Fears  that  long-used,  whole-cell  pertussis  (whooping 
cough)  vaccines  may  cause  serious  side  effects  have 
contributed  to  a reduction  in  pertussis  vaccination  in 
many  countries  and  spurred  a search  for  new  vaccines.  A 
study  in  A.g\isi\  American  Journal  of  Diseases  of  Children. 
AJDC,  reports  the  first  clinical  trial  in  children  of  one  new 
vaccine  using  only  a pertussis  toxoid  component.  Staffan 
Hedenskog,  MD,  of  the  University  of  Linkoping, 
Linkoping,  Sweden,  and  colleagues  tested  the  mono- 
component vaccine,  and  a second  vaccine  combining 
pertussis  toxoid  with  another  pertussis  antigen,  in  a 
double-blind  study  of  255  non-immunized  children  aged 
6 to  10  months.  Serum  samples  from  235  infants  showed 
an  antitoxin  seroconversion  rate  of  100  percent  in  both 
groups.  Adverse  reactions  were  few  and  mild,  with  local 
reactions  occurring  more  often  among  recipients  of  the 
two-component  vaccine,  the  authors  say. 

NEW  HOPE  FOR  NEUROFIBROMATOSIS? 

A report  in  Js.wgusCs  Archives  of  Dermatology  describes 
a possible  new  treatment  approach  for  neurofibromatosis 
(NF),  popularly  known  as  “Elephant  Man’s  Disease” — 
although  the  “Elephant  Man,”  Joseph  Merrick,  may  not 
have  had  it.  Surgery  has  been  the  only  treatment  available 
so  far  for  severe  cases.  But  Vincent  M.  Riccardi,  MD,  of 
the  Baylor  College  of  Medicine,  Houston,  reports 
treating  11  NF  patients  with  oral  doses  of  ketotifen,  a 
drug  that  blocks  secretion  of  mast  cells.  These  connective 
tissue  cells  are  present  in  large  numbers  in  fibromas  and 
may  play  a direct  role  in  their  growth.  Riccardi  says  all  1 1 
patients  showed  a decrease  in  neurofibroma-associated 
itching  and/or  pain  and  tenderness,  a consistent  but  less 
uniform  decrease  in  the  rate  of  neurofibroma  growth, 
and  an  unexpected  boost  in  overall  sense  of  well-being, 
productivity  and  general  performance.  He  cautions, 
though,  that  his  results  are  preliminary,  and  cells  for 
further  studies. 


“UNCOMBABLE  HAIR  SYNDROME” 

August’s  Archives  of  Pathology  and  Laboratory 
Medicine  describes  a child  with  “uncombable  hair 
syndrome,”  an  unusual  hair  shaft  disorder  in  which  the 
scalp  hair  is  bundled  in  different,  “anarchic”  directions 
and  literally  is  impossible  to  comb.  Marisol  Zegpi,  MD, 
of  the  Universidad  Católica,  Santiago,  Chile,  and  Iván 
Rosa,  MD,  of  the  Universidad  de  la  Frontera,  Temuco, 
Chile,  say  the  problem  was  seen  in  a boy  whose  scalp  hair 
appeared  normal  at  birth  and  who  had  no  other 
abnormalities.  At  the  age  of  three  months,  the  child’s 
mother  first  detected  changes  in  his  scalp  hair,  which 
became  progressively  dry,  thin,  light  and  impossible  to 
comb.  Laboratory  tests  confirmed  the  diagnosis.  The 
authors  note  that  the  syndrome,  first  reported  in  1973, 
may  be  familial,  affects  both  sexes  and  is  first  apparent  in 
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infancy.  No  consistently  successful  treatment  has  been 
described,  the  authors  note,  but  “spontaneous  recovery 
has  been  reported.” 


MORE  AGGRESSIVE  DIAGNOSIS,  TREATMENT 
URGED  FOR  LUNG  CANCER  IN  ELDERLY 


Selective  screening  of  the  elderly  maybe  a worthwhile 
means  of  spotting  early-stage  lung  cancer,  and  appro- 
priate patients  should  undergo  surgery  regardless  of  age, 
two  studies  in  JAMA 

The  first  study,  by  Mark  A.  O’Rourke,  MD,  of  Duke 
University  and  Durham  Veterans  Administration  Medical 
Center,  Durham,  N.C.,  and  colleagues,  reviewed  data 
from  the  Centralized  Cancer  Patient  Data  System 
(CCPDS),  including  statistics  on  more  than  252,425 
patients.  Although  the  five-year  survival  rate  for  lung 
cancer,  the  leading  cause  of  cancer  deaths  in  both  men 
and  women,  is  less  than  15  percent,  patients  whose 
carcinoma  is  detected  with  low-stage,  non-small-cell 
histologic  features  have  survival  rates  as  high  as  68.5 
percent,  the  authors  report. 

“We  would  recommend...”  The  authors  say,  “study  of 
the  efficacy  of  selective  screening  of  target  groups  who 
are  at  particularly  high  risk  for  more  localized  lung 
cancer.”  There  are  two  reasons  for  the  recommendation: 
“lung  cancer  rates  are  twofold  to  threefold  higher  in  the 
older  group,”  and  “lung  cancer  is  more  likely  to  be  a local 
stage  at  diagnosis  for  older  age  groups  than  for  younger.” 

The  researchers  note  that  although  the  American 
Cancer  Society  (ACS)  does  not  call  for  tests  for  early 
detection  of  lung  cancer,  data  from  the  current  study 
were  unavailable  in  1980  when  ACS  guidelines  were 
developed.  The  authors  do  not  espouse  mass  screening 
but  suggest  but  suggest  that  “additional  studies  are 
needed  to  address  this  issue  as  the  ‘epidemic’  of  lung 
cancer  will  continue  to  persist.” 

“Surgical  resection  remains  the  only  potentially 
curative  form  of  treatment  for  lung  cancer,  and  the  life 
expectancy  of  patients  reaching  70  years  of  age  is  quite 
good,  with  many  livinganotherdecade,”accordingto  the 
second  study  by  Stanley  Sherman,  MD,  FCCP,  and 
Carolyn  E.  Guidot,  MD,  of  the  William  Beaumont 
Hospital,  Royal  Oak,  Mich.  They  reviewed  data  on  139 
surgical  cases  and  examined  previous  research  findings  as 
well. 

Over  the  past  two  decades,  trends  in  surgery  for  cancer 
of  the  lung  have  included  improved  patient  selection, 
more  limited  pulmonary  resection  and  lower  operative 
mortality.  Sherman  and  Guidot  looked  at  data  for  two 
evenly  matched  groups  of  older  and  younger  patients  and 
found  “no  difference  between  the  groups  in  the  incidence 
of  non-fatal  postoperative  complications  and  the  length 
of  hospital  stay.” 

This  study  documents  that  advanced  age  alone  does 
not  support  a negative  postoperative  prognosis  for 
patients  with  lung  cancer.  According  to  the  authors, 
“elderly  patients  with  reasonable  cardiopulmonary 
function  should  not  be  denied  potentially  curative 


pulmonary  resection  because  of  concern  for  age-related 
complications.” 

JAMA  August  21,  1987 

TREATMENT  FOR  INVASIVE  BLADDER  CANCER 

A study  in  JAMA  reports  encouraging  results  in  using 
the  anti-cancer  drug  cisplatin,  plus  radiation  therapy,  to 
treat  invasive  bladder  cancer  in  patients  unsuitable  for 
surgery.  William  U.  Shipley,  MD,  of  Massachusetts 
General  Hospital  and  Harvard  Medical  School,  Boston, 
and  colleagues  used  the  combined  cisplatin/full-dose 
external  beam  radiation  regimen  on  70  patients  in  a five- 
year  multi-center  study.  All  had  muscle-invading  bladder 
cancer  but  were  not  candidates  for  surgery.  The  study 
says  36  patients  are  still  alive,  all  but  three  with  no  sign  of 
cancer.  Of  62  patients  who  received  cisplatin  and  also 
completed  the  planned  radiation,  77  percent  had  a 
complete  response,  compared  with  response  rates  of  51 
percent  or  less  reported  in  studies  where  radiation  alone 
was  used.  “These  results  encourage  further  evaluation  of 
combining  cisplatin-based,  multidrug  chemotherapy 
with  irradiation  in  patients  with  locally  very-advanced 
bladder  tumors  who  are  not  suited  for  surgery,”  the  study 
concludes. 

JAMA  August  21,  1987 

“TRAVELER’S  AMNESIA” 

A report  in  JAMA  suggests  travelers  takinga  relatively 
new  drug  reported  to  be  effective  in  minimizing  jet  lag 
may  wind  up  with  a case  of  transient  amnesia.  Harold  H. 
Morris  III,  MD,  and  Melinda  L.  Estes,  MD,  of  The 
Cleveland  Clinic  Foundation,  describe  three  cases  of  this 
“travelers’s  amnesia.”  memory  loss  and  confusion 
lasting  several  hours  but  clearing  without  lasting  effect. 
Each  traveler,  on  flights  from  New  York  to  Europe,  took 
0.5  mg  of  the  drug  triazolam  (a  benzodiazepine)  and 
ingested  varying  amounts  of  alcohol,  although  none  was 
intoxicated.  None  of  the  three  was  confused  or  concerned 
about  their  memories  during  the  amnesia  episodes,  the 
report  says;  each  also  took  the  drug  on  subsequent  nights, 
with  variable  amounts  of  alcohol,  without  an  apparent 
clinical  effect  on  memory.  “The  practical  lessons  are 
clear,”  the  authors  say.  “Travelers  (and  others)  should  be 
cautious  about  taking  triazolam  (and  presumbly  other 
benzodiazepines)  to  prevent  jet  lag.  They  should 
probably  be  especially  cautious  if  any  amount  of  ethyl 
alcohol  will  be  consumed.” 

JAMA  August  21,  1987 

RADIATION  AFTER  BREAST-SAVING 
CANCER  SURGERY 


While  there  has  been  a surge  in  interest  in  conservative 
surgical  treatment  — “lumpectomy” — for  breast  cancer 
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patients,  some  surgeons  question  the  need  to  follow 
localized  excision  with  radiation.  But  a study  in  August’s 
Archives  of  Surgery  says  post-operative  radiation 
significantly  decreases  local  cancer  recurrence  rates, 
reducing  the  need  for  “salvage”  mastectomy.  Nemetallah  A. 
Ghossein,  MD,  of  the  Albert  Einstein  College  of 
Medicine,  New  York,  and  colleagues  studied  201  breast 
cancer  patients  treated  with  radiation  after  limited 
surgery  and  followed  for  five  years.  The  recurrence  rate 
was  14  percent,  less  than  half  that  reported  for  patients 
treated  only  by  limited  surgery.  In  another  group  of  324 
similarly  treated  patients,  the  study  says  those  who 
remained  free  of  local  recurrence  or  had  late  recurrence 
had  significantly  longer  survival  free  of  cancer  that  had 
disseminated  to  distant  sites  than  those  who  had  recur- 
rences within  five  years. 

IMPLANTABLE  HEARING  AID 

The  August  Archives  of  Otolaryngology-Head  and  Neck 
Surgery  includes  what  is  described  as  the  first  report  of 
human  application  of  a partial  implantable  hearing  aid. 
Naoaki  Yanagihara,  MD,  of  the  Ehime,  Japan,  School  of 
Medicine,  and  colleagues,  say  this  middle-ear  hearing  aid 
uses  a vibrator  mechanism  that  is  in  direct  contact  with 
the  stapes  (the  “stirrup”  bone  of  the  middle  ear).  The 
vibrator  picks  up  sound  waves  through  an  implantable 
amplifier  attached  to  a tiny,  implantable  microphone.  At 
the  time  of  the  report,  the  patient,  a 61-year-old  man,  had 
been  using  the  device  for  more  than  one  year.  “Excellent 
frequency  response  of  the  vibrator  and  highly  efficient 
direct  transmission  of  electroacoustic  signals  to  the  inner 
ear  gave  rise  to  acoustic  perception  of  superior  quality 
that  could  not  be  obtained  by  other  surgical  or  rehabili- 
tative means,”  the  authors  say.  The  report  says  the  device 
is  simple  to  handle,  comfortable  to  use  and  long-lasting. 

AT-HOME  INTRAOCULAR  PRESSURE  MONITOR 

August’s  Archives  of  Ophthalmology  describes  a new 
device  that  galucoma  patients  can  use  at  home  to  better 
monitor  their  intraocular  pressure.  Jacob  T.  Wilensky, 
MD,  of  the  University  of  Illinois  College  of  Medicine  at 
Chicago,  and  colleagues  say  the  “self-tonometer,” 
developed  by  one  of  the  researchers,  is  safe,  easy  to  use 
and  can  provide  information  useful  in  managing  a 
patient’s  condition.  The  authors  say  24  glaucoma 
patients  and  eight  normal  subjects  were  taught  to  use  the 
self-tonometer,  which  is  the  size  of  a small  briefcase,  and 
obtained  highly  accurate  readings  without  interfering 
with  their  normal  activities.  The  device  is  designed  to  help 
detect  intraocular  pressure  elevations  that  might  not  be 
apparent  in  a single  reading  in  a doctor’s  office.  The 
researcher  say  their  study  suggests  such  peaks  may  occur 
more  often  in  patients  with  progressive  glaucoma 
damage. 

NEW  MEANS  OF  EARLY  HIV  DIAGNOSIS 

A report  in  JAMA  describes  a new  means  of  detecting 
acute  human  immunodeficiency  virus  (HIV)  infection,  a 


precursor  to  chronic  HIV  infection,  before  HIV  antibio- 
tics develop. 

Acute  HIV  infection,  the  first  clinical  manifestation  of 
long-term  HIV  infection,  is  a short-term  viral  syndrome 
with  symptoms  similar  to  those  of  influenza,  rubella  and 
infectious  mononucleosis,  such  as  fever,  rash,  muscle 
aches  and  sore  throat.  Sufferers  later  develop  HIV 
antibodies  and  a still-undetermined  percentage  eventually 
develop  AIDS.  Early  diagnosis  of  acute  HIV  infection  is 
difficult,  however,  because  patients  may  be  negative  for 
HIV  antibodies  when  they  seek  treatment  for  their 
symptoms. 

In  a preliminary  JAMA  report,  Harold  A.  Kessler,  MD, 
of  Rush-Presbyterian-St.  Luke’s  Medical  Center,  Chicago, 
and  colleagues  describe  using  an  enzyme  immunoassay  to 
detect  HIV  antigen  (HIV-Ag),  a protein  fraction  of  the 
AIDS-causing  virus,  in  serum  samples  from  four 
homosexual  men.  The  test  helped  to  confirm  the 
diagnosis  of  acute  HIV  infection  in  the  four,  all  of  whom 
were  seronegative  when  they  sought  treatment. 

HIV  was  isolated  from  two  of  the  four  patients  during 
their  acute  illness,  the  authors  say.  All  four  later  tested 
positive  for  HIV  antibodies,  although  serum  samples 
from  three  of  the  four  subsequently  tested  negative  for 
HIV-Ag. 

The  authors’  technique  uses  standard  laboratory 
equipment  and  procedures.  It  should  be  useful  not  only  in 
diagnosing  acute  HIV  infection  but  in  further  defining 
the  diverse  clinical  manifestations  of  symptomatic  HIV 
infection,  the  researchers  say. 

“The  percentage  of  HIV-infected  individuals  who  are 
seronegative  is  unknown,”  they  say.  “A  rapid  diagnostic 
test  for  HIV  infection  in  seronegative  symptomatic  or 
asymptomatic  individuals  is  unavailable...  Serum  HIV- 
Ag  detection  has  the  potential  to  be  a rapid  diagnostic 
test  for  acute  HIV  infection,  before  the  development  of 
(HIV  antibodies).” 

The  authors  acknowledge  that  more  study  will  be 
needed  before  the  procedure’s  full  diagnostic  potential  is 
known.  In  an  accompanying  editorial,  John  P.  Phair,  MD, 
of  the  Northwestern  University  Medical  School,  Chicago, 
agrees. 

Phair  says  the  new  assay  “has  the  potential  to  advance 
our  understanding  of  the  biology  of  this  virus  and  the 
management  of  AIDS,”  with  possible  uses  in  blood  and 
blood  product  screening,  early  diagnosis,  prediction  of 
progression  of  infection  and  monitoring  of  therapy. 
However,  he  cautions,  more  work  is  needed  to  determine 
whether  the  test’s  potential  can  be  realized. 

“A  number  of  questions  remain  to  be  answered 
relevant  to  the  usefulness  and  the  biologic  meaning  of 
circulating  HIV  antigen  in  infected  individuals,”  he  says. 
“Although  it  is  much  simpler  than  culturing  the  virus,  the 
sensitivity,  specificity,  and  predictive  value  of  the  HIV- 
antigen  detection  assay  remain  to  be  determined.” 

In  addition,  he  says,  while  the  test  might  be  able  to  spot 
blood  from  an  individual  who  was  HIV-infected  but  had 
yet  to  develop  antibodies  — a “window’  now  estimated  at 
six  weeks  to  six  months” — the  frequency  and  duration  of 
HIV  antigenemia  before  seroconversion  are  unknown. 
This  has  obvious  relevance  to  determining  the  usefulness 
of  this  test  in  blood  banking...  the  limited  data  in  acutely 
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infected  individuals  at  this  time  do  not  justify  the  added 
expense  of  performing  assays  for  detection  of  antigen  for 
each  donated  unit  of  blood.” 

JAMA  September  4,  1987 


FIBRINOGEN  AS  CARDIOVASCULAR 
RISK  FACTOR 

An  elevated  level  of  fibrinogen,  a protein  involved  in 
blood  clotting  and  blood  flow,  is  an  important  predictor 
of  cardiovascular  disease  and  should  be  added  to  the 
cardiovascular  risk  factor  profile,  a report  in  concludes. 
William  B.  Kannel,  MD,  of  the  Boston  University 
Medical  Center,  Boston,  and  colleagues  studied  fibri- 
nogen levels  from  1,315  people  enrolled  in  the 
Framigham  Study,  the  long-term  cohort  study  of  cardio- 
vascular disease  risk  factors.  Overall, elevated  levels  were 
found  to  be  a significant  predictor  of  cardiovascular 
disease  in  men,  and  a marginally  significant  predictor  in 
women.  As  a predisposing  factor  for  coronary  heart 
disease,  the  authors  say,  fibrinogen  has  “an  order  of 
magnitude  similar  to  that  of  the  major  accepted  risk 
factors,  such  as  cigarette  smoking,  serum  cholesterol  and 
hypertension.  Except  for  hypertension,  it  is  an  even 
stronger  risk  factor  for  stroke.” 

JAMA  September  4,  1987 


BULIMIA  VS.  BULIMIC  BEHAVIORS  AMONG 
COLLEGE  STUDENTS 

Bulimia,  the  binge-purge  eating  disorder,  is  popularly 
thought  to  be  epidemic  among  college  students  obsessed 
with  their  weight — especially  women.  But  a study  in  JAMA 
says  clinically  significant  bulimia  may  be  rare  on  college 
campuses,  although  bulimic  behaviors  may  be  fairly 
common.  David  E.  Schotte,  PhD,  now  of  the  University 
of  Health  Sciences/The  Chicago  Medical  School, 
Chicago,  and  Albert  J.  Stunkard,  MD,  of  the  University 
of  Pennsylvania  School  of  Medicine,  Philadelphia,  base 
the  finding  on  a survey  of  1,965  students  at  a large  eastern 
university.  The  researchers  found  only  1.3  percent  of 
female  respondents  and  0.1  percent  of  males  met 
diagnostic  criteria  for  bulimia.  However,  certain  bulimic 
behaviors  were  more  common;  32  percent  of  the  women 
and  29  percent  of  the  men  reported  binge  eating  at  least 
twice  monthly. 

JAMA  September  4,  1987 

“ANIMAL  HOUSE  FEVER”? 

A report  in  JAMA  describes  an  outbreak  of  organic 
dust  toxic  syndrome  (ODTS),  an  acute  respiratory  illness 
caused  by  inhaling  molds  growing  on  hay  or  other  farm 
products,  after  a “hay”  party  at  a college  fraternity. 
William  T.  Brinton,  MD,  of  the  Centers  for  Disease 


Control,  Atlanta,  and  colleagues,  say  55  of  67  fraternity 
members  who  attended  the  party  reported  becoming  ill, 
suffering  muscle  aches,  cough  and  low-grade  fever.  The 
party  was  held  in  a poorly  ventilated  basement  room  that 
had  up  toa  half-foot  of  hay  spread  on  the  floor;  thick  dust 
was  in  the  air  at  the  start  of  the  party  and  worsened  later 
on.  Eleven  people  sought  treatment  for  their  symptoms; 
none  was  serious.  The  authors  say  ODTS  is  one  of  several 
lung  diseases  known  to  afflict  agricultural  workers,  but 
the  party  incident  “represents  the  largest  outbreak  of 
ODTS  reported  to  date  and  the  only  reported  outbreak  to 
occur  in  a residential  setting,  to  our  knowledge.” 

JAMA  September  4,  1987 


BABIES  AND  CRACK 

A letter  in  September’s  American  Journal  of  Diseases  of 
Children  reports  on  assorted  physical,  neurological  and 
behavioral  abnormalities  seen  in  babies  born  to  women 
using  the  potent  crack  form  of  cocaine.  Patrick  E. 
LeBlanc,  MD,  of  the  State  University  of  New  York 
Health  Science  Center,  Brooklyn,  NY,  and  colleagues, 
say  most  of  the  abnormalities  were  of  short  duration, 
unlike  the  prolonged  withdrawal  effects  seen  in  infants 
born  to  narcotics  abusers.  The  authors  looked  at  38 
infants  born  to  mothers  who  admitted  using  crack  but 
said  they  were  not  using  intravenous  cocaine  or  narcotics. 
The  researchers  say  shortened  gestational  period  and  low 
birth  weight  were  seen  frequently.  Tremors,  irritability  or 
muscular  rigidity  was  seen  in  up  to  16  infants.  Although 
most  of  the  neurological  and  behavioral  abnormalities 
were  short-term  and  mild,  the  authors  conclude,  “the 
possibility  of  long-term  (effects)  exists.  Careful  long-term 
follow-up  of  those  infants. ..is  necessary.” 


ACCEPTANCE  OF  CONSERVATIVE  BREAST 
CANCER  SURGERY 


A report  in  September’s  Archives  of  Internal  Medicine 
examines  why  many  doctors  still  recommend  aggressive 
surgery  for  localized  breast  cancer,  even  though  recent 
studies  suggest  conservative  surgery  can  yield  similar 
survival  rates.  Raisa  B.  Deber,  PhD,  and  Gail  G. 
Thompson,  of  the  University  of  Toronto,  asked  228 
Canadian  oncologists  and  surgeons  to  recommend  treat- 
ment for  a hypothetical  breast  cancer  patient;  30  percent 
favored  modified  radical  mastectomy,  69  percent  less 
aggressive  surgery.  The  mastectomy  group,  although 
equally  aware  of  the  value  of  clinical  trials,  was  more 
skeptical  than  the  otherabout  the  ability  of  trial  results  to 
transfer  to  clinical  practice  and  to  take  account  of  the 
uniqueness  of  individual  patients.  The  authors  say  study 
results  might  be  more  readily  adopted  if  they  were  also 
reported  in  accessible  databases,  giving  doctors  enough 
information  about  various  patients  subsets  to  allow  them 
to  individualize  treatment  decisions. 
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BOLETN 


INSTRUCCIONES  PARA  LOS  AUTORES* 

El  Boletín  acepta  para  su  publicación  artículos  relativos  a medicina  y cirugía  y 
las  ciencias  afines.  Igualmente  acepta  artículos  especiales  y correspondencia  que 
pudiera  ser  de  interés  general  para  la  profesión  médica. 

Se  urge  a los  autores  se  esfuercen  en  perseguir  claridad,  brevedad,  e ir  a lo 
pertinente  en  sus  manuscritos  no  importa  el  tema  o formato  del  manuscrito. 

El  articulo,  si  se  aceptara,  será  con  la  condición  de  que  se  publicará  únicamente 
en  esta  revista. 

Para  facilitar  la  labon  de  revisión  de  la  Junta  Editora  y la  del  impresor,  se 
requiere  de  los  autores  que  sigan  las  siguientes  instrucciones; 

Manuscrito 

El  manuscrito  completo,  incluyendo  las  leyendas  y referencias  deberán  estar 
escritos  en  maquinilla  a doble  espacio;  por  un  solo  lado  de  cada  página,  en 
TRIPLICADO  y con  amplio  margen.  En  página  separada  deberá  incluirse  lo 
siguiente:  titulo,  nombre  del  autor(es)  y su  grado  (ej:  MD,  EACP),  ciudad  donde 
se  hizo  el  trabajo,  el  hospital  o institución  académica,  patrocinadores  del  estudio, 
y si  un  articulo  ha  sido  leído  en  alguna  reunión  o congreso,  asi  debe  hacerse 
constar  como  una  nota  al  calce. 

El  manuscrito  debe  comenzar  con  una  breve  introducción  en  la  cual  se 
especifique  el  propósito  del  mismo.  Las  secciones  principales  (como  por  ejemplo: 
materiales  y métodos)  deben  identificarse  con  un  encabezamiento  en  letras 
mayúsculas. 

Artículos  referentes  a resultados  de  estudios  dioicos  o investigaciones  de 
laboratorio  deben  organizarse  bajo  los  siguientes  encabezamientos:  Introducción, 
Materiales  y Métodos,  Resultados,  Discusión,  Resumen  (en  español  e inglés). 
Reconocimiento  y Referencias. 

Artículos  referentes  a estudios  de  casos  aislados  deben  organizarse  en  la 
siguiente  forma;  Introducción,  Materiales  y Métodos  si  es  aplicable. 
Observaciones  del  Caso,  Discusión,  Resumen  (en  español  e inglés). 
Reconocimientos  y Referencias. 

Nomenclatura 

Deben  usarse  los  nombres  genéricos  de  los  medicamentos.  Podrán  usarse 
también  los  nombres  comerciales,  entre  paréntesis,  si  así  se  desea.  Se  usará  con 
preferencia  el  sistema  métrico  de  pesos  y medidas. 

Tablas 

Las  tablas  deben  aparecer  en  hojas  separadas.  Estas  deben  incluir  el  titulo,  y el 
número  de  la  tabla  debe  estar  en  romano.  Los  símbolos  de  unidades  deben 
limitarse  al  encabezamiento  de  las  columnas.  Se  deben  omitir  lineas  verticales  en 
la  tabla.  Se  usará  en  las  tablas  el  mismo  idioma  en  el  cual  está  escrito  el  artículo, 
beben  limitarse  las  tablas  a soloaquellas  quecontribuyan  al  mejor  entendimiento 
del  manuscrito. 

Ilustraciones 

Las  fotografías  y microfotografias  se  someterán  como  copiasen  papel  de  lustre, 
sin  montar  o en  transparencias.  En  el  reverso  de  la  figura  debe  aparecer  el  número 
de  la  figura  (arábigo)  y el  autor.  Debe  indicarse  la  parte  superior  de  la  ilustración. 

Resumen 

Un  abstracto  no  mayor  de  150  palabras  debe  acompañar  los  manuscritos.  Debe 
incluir  los  puntos  principales  que  ilustren  la  substancia  del  articulo  y la  exposición 
del  problema,  métodos,  resultados  y conclusiones. 

Referencias 

Las  referencias  deben  ser  numeradas  sucesivamente  de  acuerdo  a su  aparición 
en  el  texto.  Los  números  deben  aparecer  en  paréntesis  al  nivel  de  la  línea  u oración. 
Al  final  de  cada  articulo  las  referencias  deben  aparecer  en  el  orden  numérico  en 
que  se  citan  en  el  texto.  Deben  utilizarse  solamente  las  abreviaturas  para  títulos  de 
revistas  científicas  según  indicadas  en  el  “Cumulative  Index  Medicus"  que  publica 
la  Asociación  Médica  Americana.  Las  referencias  deben  seguir  el  patrón  que  se 
describe  a continuación. 

1.  Para  artículos  de  revistas:  Apellido(s)  e iniciales  del  nombre  del  autor(es), 
titulo  del  articulo,  nombre  de  la  revista,  año,  volumen,  páginas.  Por  ejemplo: 

Villavicencio  R:  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 

P Rico  1981;  73:  479-87 

Si  hay  más  de  7 autores,  incluir  los  primeros  3 y añadir  et  al. 

2.  Para  citación  de  libros  donde  el  autor(es)  del  capítulo  citado  es  a su  vez  el 
(los)  editor(es):  Apellido(s)  e iniciales  del  autor(es),  titulo  del  libro,  número 
de  edición,  ciudad,  casa  editora,  año  y página.  Por  ejemplo: 

Keith  JD,  Rowe  RD,  Vlad  P:  Heart  disease  in  infancy  and  childhood, 

3d.  Ed.,  New  York,  MacMillan,  1978:  789 

3.  Para  citación  de  libros  donde  el  editor(es)  no  es  el  autor(es)del  capítulo  citado 
se  añade  el  autor(es)  del  capítulo  y el  titulo  del  mismo.  Por  ejemplo: 

Olley  PM:  Cardiac  arrythmias:  In:  Keith  JD,  Rowe  RD,  Vlad  P Eds. 

Heart  disease  in  infancy  and  childhood,  3d  Ed.,  New  York,  MacMillan, 

1978:  275-301 

Cartas  al  Editor 

Se  publicarán  a discreción  de  la  Junta  Editora.  Deben  estar  escritas  en  maqui- 
nilla  adoble  espacio,  no  deben  ser  mayores  de  500  palabras,  ni  incluir  más  de  cinco 
referencias. 

’Estas  "Instrucciones  para  los  Autores”  son  de  acuerdo  a las  normas 
establecidas  por  el  Comité  Internacional  de  Editores  de  Revistas  Médicas  en  sus 
"Requisitos  Uniformes  para  Manuscritos  Sometidos  a Revistas  Bio-Médicas". 


INSTRUCTIONS  TO  AUTHORS* 

The  Bulletin  will  accept  for  publication  contributions  relating  to  the  various 
areas  of  medicine,  surgery  and  allied  medical  sciences.  Special  articles  and 
correspondence  on  subjects  of  general  interest  to  physicians  will  also  be  accepted. 
All  material  is  accepted  with  the  understanding  that  it  is  to  be  published  solely  in 
this  journal. 

All  authors  are  urged  to  seek  clarity,  brevity,  and  pertinence  in  the  manuscripts 
regardless  of  subject  or  format. 

In  order  to  facilitate  review  of  the  article  by  the  Editorial  Board  and  thework  of 
the  printer,  the  authors  must  conform  with  the  following  instructions: 

Manuscripts 

The  entire  manuscript,  including  legends  and  references  should  be  typewritten 
double  spaced  in  TRIPLICATE  with  ample  margins.  A separate  title  page  should 
include  the  following:  title,  authors  and  their  degrees  (e  g.  M D,  FACP),  city  where 
the  work  was  done,  hospital  or  academic  institutions,  acknowledgement  of 
financial  sponsors,  and  if  the  paper  has  been  presented  at  a meeting  the  place  and 
date  should  be  given. 

The  manuscripts  should  start  with  a brief  introductory  paragraph  or 
paragraphs  which  should  state  its  purpose.  The  main  sections  (for  example. 
Materials  and  Methods)  should  be  identified  by  headings  in  capital  letters. 

Articles  reporting  the  results  of  clinical  studies  or  laboratory  investigation 
should  be  organized  under  the  following  headings:  Introduction,  Material  and 
Methods,  Results  if  indicated.  Discussion,  Summary  in  English  and  Spanish, 
Acknowledgments  if  any,  and  References. 

Nomenclature 

Generic  names  of  drugs  should  be  used;  trade  names  may  also  be  given  in 
parenthesis,  if  desired.  Metric  units  of  measurement  should  be  used 
preferentially). 

Tables 

These  should  be  typed  on  separate  sheets  with  the  title  and  table  number 
(Roman)  centered.  Symbol  for  units  should  be  confined  to  the  column  headings. 
Vertical  lines  should  be  omitted.  The  language  used  in  the  tables  must  be  the  same 
as  that  of  the  article.  Include  only  those  tables  which  will  enhance  the 
understanding  of  the  article.  They  should  supplement,  not  duplicate  the  text. 

Figures 

Photographs  and  photomicrographs  should  be  submitted  as  glossy  prints, 
(unmounted)  or  slides.  They  should  be  labeled  in  the  back  with  the  name  of  the 
authors  and  figure  number  (Arabic)  and  the  top  should  be  indicated.  Legends  to 
the  figures  should  be  typed  on  a separate  sheet. 

Summary 

An  abstract  not  longer  than  150  words  should  accompany  all  articles.  It  must 
include  the  main  points  that  present  the  core  of  the  article  and  the  exposition  of  the 
problem,  method,  results,  and  conclusions. 

References 

These  should  be  numbered  serially  as  they  appear  in  the  text.  The  number 
should  be  enclosed  in  parenthesis  on  the  line  or  writing  and  not  as  superscript 
numbers.  At  the  end  of  the  article  references  should  be  listed  in  the  numerical 
order  in  which  they  are  first  cited  in  the  text.  The  titles  of  journals  should  be 
abbreviated  according  to  the  style  used  in  the  “Cumulative  Index  Medicus" 
published  by  the  American  Medical  Association.  The  correct  forms  of  references 
are  as  given  below: 

1.  For  periodicals:  Surname  and  initials  of  author(s),  title  of  article,  name 
of  journal,  year,  volume,  pages.  For  example: 

Villavicencio  R.:  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 
P Rico  1981;  73:  479-87 

If  there  are  more  than  7 authors  list  only  3 and  add  et  al. 

2.  For  books  when  the  authors  of  the  cited  chapter  is  at  thesame  time  the  editor: 
Surname  and  initials  of  author(s),  title,  edition,  city,  publishing  house,  year 
and  page.  For  example: 

Keith  JD,  Rowe  RD,  Vlad  P:  Heart  disease  in  infancy  and  childhood, 
3d  Ed.,  New  York,  MacMillan,  1978:  789 

3.  For  chapter  in  book  when  the  author  of  the  chapter  is  not  one  of  the  editors: 

Olley  PM:  Cardiac  arrythmias:  In;  Keith  JD,  Rowe  RD,  Vlad  P.  Eds. 
Heart  disease  in  infancy  and  childhood,  3d  Ed.  New  York,  MacMillan, 
1978,  275-301 

Letters  to  the  Editor 

Will  be  published  at  the  discretion  of  the  Editorial  Board.  They  should  be 
typewritten  double-spaced,  should  not  exceed  500  words  nor  more  than  five 
references. 

•The  above  “Instructions  to  Authors"  are  according  to  the  format  required  by 
the  International  Committee  of  Medical  Journal  Editors  in  its  “Uniform 
Requirements  for  Manuscripts  Submitted  to  Biomedical  Journals". 
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alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 


Limbitrol' 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
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Limbltrol'  ® 

thiiHiulllzer— Antidepressant 

Before  prescribing,  pleose  consult  complete  product  Information,  o summory  of  which  follows: 
Indications:  Relief  of  moderate  to  severe  depression  ossociated  with  moderate  to  severe  ahxlety 
Controindicotlons:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and  deoths  have  occurred  with  concomitant  use.  then 
initiate  cautiously  groduolly  increosing  dosage  until  optimal  response  is  achieved  Contraindicated 
during  acute  recovery  phase  following  myocardial  intorction. 

Warnings:  Use  with  great  care  In  patients  with  history  of  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and  onticholinergic-type 
drugs  Closely  supervise  cardiovascular  patients  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high  doses  Myocordiol 
infarction  ond  stroke  reported  with  use  of  this  doss  of  dmgs ) Coution  potients  obout  possible  combined 
effects  with  alcohol  and  other  CNS  depressohts  ohd  against  hazardous  occupations  requiring  complete 
mental  alertness  (eg , operoting  mochinery  driving) 

Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  olmost 
olwoys  he  ovolded  because  of  Increased  risk  of  congenitol  moltormotlons  os  suggested 
In  several  studies.  Consider  possibility  of  pregnancy  when  Instituting  therapy:  advise 
patients  to  discuss  therapy  It  they  Intend  to  or  do  become  pregnont. 

Since  physicol  ond  psychological  depehdehce  to  chlordiazepoxide  hove  been  reported  rarely,  use 
caution  in  administering  Limbitrol  to  oddiction-prone  individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  following  discontinuohon  ol  either  componeht  olohe  hove  been  reported 
(nausea,  headache  and  molaise  tor  amitriptyline,  symptoms  [including  convulsions]  similar  to  those 
of  barbiturate  withdrowot  tor  chlordiazepoxide) 

Precautions:  Use  with  coution  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medication,  ond  in  patients  with  impaired  renal  or  hepatic  function  Because  of  the  possibility 
ot  suicide  ih  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these  patiehts  Periodic 
liver  tuhctlon  tests  and  blood  counts  ore  recommended  during  prolonged  treotment  Amitriptyline 
component  may  block  action  ot  guonethidine  or  similar  antihypertensives  When  tricyclic  antidepres- 
sants are  used  concomitantly  with  cimetidine  (Tagamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  ond  increasing  steady  state  concentrations  ot  the  tricyclic  drugs 
(kxicomitont  use  of  Limbitrol  with  other  psychotropic  drugs  hos  not  been  evoluoted,  sedative  effects 
may  be  additive  Discontinue  severol  doys  before  surgery  Limit  concomitant  odministrotion  ot  ECT  to 
essential  treatment  See  Warnings  tor  precautions  about  pregnancy  Limbitrol  should  not  be  taken 
during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly  and  debilitated,  limitto 
smallest  effective  dosage  to  preclude  otoxio,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  ore  those  associated  with  either  component  alone; 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  bloating  Less  frequently  occurring 


reactions  include  vivid  dreoms,  impotence,  tremor,  contusion  onduiosol  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy  hove  beeh  reported  as 
side  effects  ot  both  Limbitrol  and  amitriptyline  Granulocytopenia,  jaundice  and  hepatic  dysfuhctioh 
have  been  observed  rarely 

The  following  list  includes  odverse  reoctions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both  components  or  closely  related  drugs: 

Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitations,  myocordiol  Infarction, 
orrhythmios,  heart  block,  stroke 

Psychiatnc  Euphoria,  apprehehsion,  poor  concentration,  delusions,  hollucinotions,  hypomonio  ond 
increased  or  decreosed  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  ot  the  extremities,  extro- 
pyromidal  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic:  Disturbance  ot  occommodotion,  parolyhc  ileus,  urinory  retention,  dilatation  of  urinary 
tract 

Allergic  Skin  rosh,  urticaria,  photosensitizotion,  edema  of  face  and  tongue,  pruritus. 

Hematologic:  Bone  marrow  depression  including  agranulocytosis,  eosinophilio,  purpura,  thrombocy- 
topenia 

Gostrolnlestinol:  Nousea,  epigostric  distress,  vomiting,  onorexia,  stomatitis,  peculiar  taste,  diarrhea, 
block  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  mole,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  female,  elevatioh  ohd  lowering  ol  blrxxt  sugar  levels,  and  syndrome 
ot  inappropriate  ADH  (onhdiuretic  hormone)  secretion 

Other  Heodoche,  weight  gam  or  loss,  ihcreosed  perspiration,  urinary  frequency,  mydriasis,  joundice, 
alopecia,  parotid  swelling 

Oventosoqe:  Immediately  hospitalize  patient  suspected  of  having  token  on  overdose  Treatment  is 
symptomotic  and  supportive  I V admlnistrohon  ot  1 to  3 mg  physostigmine  salicylate  has  beeh 
reported  to  reverse  the  symptoms  of  amitriptyline  poisoning  See  complete  product  information  for 
manifestation  ond  treotment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to  smollest  effective 
dosoge  when  sotistoctory  response  is  obtained  Larger  portion  of  doily  dose  may  be  taken  at  bedtime 
Single  h.s.  dose  may  suffice  tor  some  patients  Lower  dosages  ore  recommended  for  the  elderly 
Limbitrol  DS  (double  strength)  Tablets,  initiol  dosoge  ot  three  or  tour  tablets  doily  in  divided  doses, 
increased  up  to  six  toblets  or  decreased  to  two  toblets  doily  os  required  Limbitrol  Toblets,  initial  dosage 
ot  three  or  tour  tablets  doily  in  divided  doses,  for  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg  chlordiaze- 
poxide  and  25  mg  omitriptyline  (as  the  hydrochloride  salt),  and  Tablets,  blue,  tilm-coated,  each 
containing  5 mg  chlordiazepoxide  and  1 2 5 mg  amitriptyline  (os  the  hydrochloride  salt)  Available  in 
bottles  ot  100  and  500,  Tel-E-Dose*  packages  of  100,  Prescription  Poks  ot  50 


ROCHE  PRODUCTS  INC 
Manofi,  Puerto  Rico  00701 
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The  rewards  of  Limbitrol 


both  smiling  again! 


^ I* 


See  the  difference 
in  the  first  week' 

In  depressed  and  anxious 
patients,  you  can  see  the  dif- 
ference sooner—  62  % of  total 
four-week  improvement 
achieved  in  the  first  week  with 
Limbitrol  versus  44%  with  ami- 
triptyline.^ 

* 

In  moderate 
depression 
and  anxiety 

LimbitroT 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /í^ 

12.5  mg  amitriptyline  (as  the  hydrocnioride  salt) 

timUtrol  DS 

Eci^ tablet  contains  10  mg  chlordiazepoxide  and 
25  iftg  amitriptyline  (as  the  hydrochloride  salt) 


Please  see  summary  of  product  information  on  adjacent  pager 
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Sirviendo  a los  Socios  de  la  Cruz  Azul 


• 3,018  médicos  • 665  laboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitales  privados  y públicos 


Un  emblema 
que  es  una 
garantía... 

En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un 
proveedor  de  servicios 
que  exhiba  el  emblema 
“Bienvenidos,  Socios 
Cruz  Azul”. 

Además  de  economizar 
dinero  y tiempo, 
encontrarás  en  ellos 
una  mano  amiga  y un 
servicio  esmerado. 

Para  tu  mejor 
conveniencia,  sigue  este 
consejo  de  la  Cruz  Azul 
a toda  su  matrícula. 

LA  CRUZ  AZUL 

DE  PUERTO  RICO 
Gente  Sirviendo 
a su  Gente 
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NUESTRA  PORTADA 

“Cattails  H”  acrílicode48”  x 69”cie  John  Balossi.  El  autor  nació  en 
Staten  Island,  Nueva  York,  en  1931,  de  padres  italianos.  Estudió  Artes 
Gráficas  y Pintura  en  la  Escuela  Profesional  “The  School  of  Painting 
and  Sculpture”,  de  la  Universidad  de  Columbia.  En  1959  se  dedica  a la 
escultura  en  metal,  principalmente  en  aluminio,  aunque  también  desde 
esa  época,  pinta,  dibuja  y graba.  En  1960  fija  su  residencia  en  Puerto 
Rico  y poco  después  es  nombrado  Profesor  de  Arte  de  la  Universidad, 
Recinto  de  Río  Piedras  donde  ha  desempeñado  los  cargos  de  Director 
de  la  Sala  de  Extensión  y Co-Director  del  Centro  de  Diseño. 

Ha  expuesto  en:  Geejon  Gallery,  Nueva  York  (1957);  Ligoa  Duncan 
Gallery,  Nueva  York  ( 1958);  Ruth  White  Gallery,  Nueva  York  (1960  y 
sucesivos  años);  “La  Casa  del  Arte”,  San  Juan  (1961);  Museo  de  la 
Universidad  de  Puerto  Rico  (1961  y en  otros  años);  Ateneo 
Puertorriqueño  (1962);  Galería  Colibrí,  San  Juan;  Instituto  de  Cultura 
(1963);  J.  Walter  Thompson  Co.,  Nueva  York  (1964);  Galería 
Sudamericana,  Nueva  York;  Galería  Santiago,  San  Juan  ( 1966  y otros 
años);  Galleria  San  Marco,  Chiavari  (1966);  Museo  de  Arte,  Ponce 
(1967);  Galería  Jacques  Henry  Perin,  París  (1967);  Festival  de  Navidad 
del  Ateneo  (1967),  Mención  de  Honor  en  Pintura,  Drew  University, 
Madison  ( 1968);  American  Academy  of  Arts  and  Letters,  Nueva  York 
(1968);  Instituto  de  Cultura  Puertorriqueña  (Grupo  “Borinquen  12”) 
(1969);  y en  las  tres  Bienales  de  San  Juan  del  Grabado  Latinoamericano 
(1970  a 19740. 

Sus  obras  se  encuentran  en  las  colecciones  públicas  de:  Museo  de 
Ponce.  Museo  de  Arte  Moderno,  de  Nueva  York;  Museo  de  la 
Universidad  de  Puerto  Rico;  Biblioteca  del  Congreso.  Washington, 
Museo  de  Bellas  Artes,  San  Juan;  Drew  University,  Madison,  New 
Jersey;  Chase  Manhattan  Bank,  Hato  Rey;  Museo  Finch  College, 
Nueva  York;  Departamento  de  Instrucción  Pública  de  Puerto  Rico; 
Banco  Popular,  San  Juan;  Shelley  Enterprises,  Nueva  York;  Banco  de 
Economías,  Puerto  Rico;  United  Federal  Savings,  Mayagüez;  Ruth 
White  Gallery,  Nueva  York  y otros. 

La  Junta  Editora  de  Boletín  de  la  Asociación  Médica  de  Puerto  Rico 
agradece  al  autor  y a la  Sra.  María  Rechany,  de  La  Casa  Amarilla  en 
Hato  Rey  su  interés  y constante  colaboración  con  nuestra  revista. 
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LUJO  con  SUMO  RESPETO 
POR  SU  DinERO 

El  Chrysler  Fifth  Avenue  del  '8  7 puede  complacer  a los  ricos,  o a las  personas  en  situación  próspera. 

Pero  nunca.. .nunca  complacerá  a las  personas  que  no  les  importa  lo  que  pagan  por  un  producto  de  calidad. 

Porque  a pesar  de  su  lujo  inherente,  el  Fifth  Avenue  en  ningún  momento  ignora  la  calidad. 

Por  ejemplo,  es  el  único  carro  de  lujo  que  a este  precio  le  ofrece  un  Plan  de  Protección  de  7 años  ó 70,000  millas.* 

La  lista  de  detalles  de  lujo  que  lo  acompañan,  es  una  historia  aparte.  He  aquí  algunas  que  sobresalen: 

Auténtico  poder  V-8 — Sistemas  de  "Power  Control"  que  lo  liberan  de  la  fatiga  de  conducir — Aire  Acondicionado 
— Barreras  contra  el  ruido  exterior — Espacio  para  seis  pasajeros  en  asientos  acoginados. 

Ya  sea  en  lease  o haciéndolo  suyo,  no  encontrará  mejor  inversión  en  lujo,  comodidad  y valor  por  su  dinero  que  el  Qirysler  Fifth  Avenue 
Aproveche  su  visita  a Chrysler  PIym.outh  de  PR.  para  obtener  detalles  de  nuestro  Preferred  Client  Plan. 

Es  una  nueva  y ventajosa  manera  de  obtener  su  automóvil,  si  cualifica. 


CON  7 AÑOS  ó 70,000 
MILLAS  de  GARANTIA 

CHRYSLER  MOTORS  reafirma  su  compro- 
miso de  excelencia  al  respaldar  lodos  y cada 
uno  de  sus  vehículos  con  una  Garantía  limita- 
da de  7 años  ó 70,000  millas,  que  cubre  el 
motor  y el  tren  de  propulsión.  Además,  los 
garantiza  contra  perforaciones  por  oxidación 
en  la  carrocería  externa  por  7 años  ó 100,000 
millas.  Algunas  restricciones  aplican.  Para 
detalles,  vea  su  Dealer  Autorizado. 


Chrysler  Plymouth  de  Puerto  Rico 

SAN  JUAN  Avenida  Muñoz  Rivera  751  (Esq.  Jesús  T.  Piñero)  Rio  Piedras  Tel.  764-5070  • Ponce 
Expreso  de  Ponce  (Salida  para  Aguadilla)  Tel.  844-4585  • Centro  del  Sur  Avenida  Fagot  (Marginal) 
Tel.  843-5550  • Caguas  Carr.  Núm.  1 Km.  34.1  (Frente  a ViUa  Blanca  Malí)  Tel.  746-7226  • Avenida 
Degetau  Caguas  Tel.  746-3636  • Mayagüez  Carr.  Núm.  2 Km.  157.8  Tel.  833-31 10.a  Avenida 
Mendez  Vigo  No.  201  Oeste  .Mayagüez  Tel.  833-31 10 


CAPSULES 


Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  therapy, 

(In  controll0ci  stuclÍ0s,  r0ciiiT0nc0s  W0r0 
totally  pr0V0nt0d  for  4 to  6 months  in  uj 
75%  of  pationts.) 

Phase  see  last  page  of  this  aihe/iisement  for 

brief'sur7lf}}nr\’  nf  


ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  firom 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
discomfort  of  frequent  attacks 
—month  after  month,  year 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally 
well  tolerated 

Daily  therapy  with  ZOVIRAX 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  unique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should 
be  considered  when  selecting 
daily  therapy  with  ZOVIRAX 
CAPSULES. 

Please  see  brief  summary  of 
prescribing  information  on  next  page. 


Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acyclovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Capsules 
are  indicated  for  the  treatment  of  initial  episodes 
and  the  management  of  recurrent  episodes  of 
genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree  of 
cutaneous  or  systemic  involvement.  These  factors 
should  determine  patient  management,  which  may 
include  symptomatic  support  and  counseling  only, 
or  the  institution  of  specific  therapy.  The  physical, 
emotional  and  psycho-social  difficulties  posed  by 
herpes  infections  as  well  as  the  degree  of  debilita- 
tion, particuleU'ly  in  immunocompromised  patients, 
are  unique  for  each  patient,  and  the  physician 
should  determine  therapeutic  alternatives  based  on 
his  or  her  understanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  Mpropriate  in 
treating  all  genital  herpes  infections.  Trie  following 
guidelines  may  be  useful  in  weighing  the  benefit/ 
risk  considerations  in  specific  disease  categories: 
First  Episodes  (primary  and  nonprimary  infec- 
tions — commonly  known  as  initial  genital  herpes): 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infection 
(detection  of  virus  in  lesions  by  tissue  culture)  and 
lesion  healing.  The  duration  of  pain  and  new  lesion 
formation  was  decreased  in  some  patient  groups. 
The  promptness  of  initiation  of  therapy  and/or  the 
patient's  prior  exposure  to  Herpes  simplex  virus 
may  influence  the  degree  of  benefit  from  therapy. 
Patients  with  mild  disease  may  derive  less  benefit 
than  those  with  more  severe  episodes.  In  patients 
with  extremely  severe  episodes,  in  which  prostra- 
tion, central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication 
require  hospitalization  and  more  aggressive  man- 
agement, therapy  may  be  best  initiated  with  intra- 
venous Zovirax. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
episodes  per  year)  have  shown  that  Zovirax  Capsules 
given  for  4 to  6 months  prevented  or  reduced  the 
frequency  and/or  severity  of  recurrences  in  greater 
than  95'7(-  of  patients.  Clinical  recurrences  were 
prevented  in  40  to  759(  of  patients.  Some  patients 
experienced  increased  severity  of  the  first  episode 
following  cessation  of  therapy;  the  severity  of 
subsequent  episodes  and  the  effect  on  the  natural 
history  of  the  disease  are  still  under  study. 

The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes  of 
genital  heroes  have  been  established  only  for  up  to 
6 months.  Chronic  suppressive  therapy  is  most 
appropriate  when,  in  tne  judgement  of  the  physi- 
cian, the  benefits  of  such  a regimen  outweigh 
known  or  potential  adverse  effects.  In  general, 
Zovirax  Capsules  should  not  be  used  for  the  sup- 
pression of  recurrent  disease  in  mildly  affectea 
atients.  Unanswered  questions  concerning  the 
uman  relevance  of  in  vitro  mutagenicity  studies 
and  reproductive  toxicity  studies  in  animals  given 
very  high  doses  of  acyclovir  for  short  periods  (see 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility)  should  be  borne  in  mind  when  designing 
long-term  management  for  individual  patients. 
Discussion  of  these  issues  with  patients  will  provide 
them  the  opportunity  to  weigh  the  potential  for 
toxicity  against  the  severity  of  their  disease.  Thus, 
this  regimen  should  be  considered  only  for  appro- 
priate patients  and  only  for  six  months  untilthe 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefit/risk  assessment  of  pro- 
longed therapy. 

Limited  studies  have  shown  that  there  are 
certain  patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  This 
approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 


Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either  inter- 
mittent or  chronic  suppressive  therapy.  Clinically 
significant  resistance,  although  rare,  is  more  likely 
to  be  seen  with  prolonged  or  repeated  therapy  in 
severely  immunocompromised  patients  with  active 
lesions. 

CONTRAINDICATIONS:  Zovirax  Capsules  are 
contraindicated  for  patients  who  develop  hypersen- 
sitivity or  intolerance  to  the  components  of  the 
formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies  at 
high  concentrations  of  drug  (see  PRECAUTIONS  — 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility).  The  recommended  dosage  and  length  of 
treatment  should  not  be  exceeded  (see  DOSAGE 
AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acyclovir 
in  vitro  can  lead  to  the  emergence  of  less  sensitive 
viruses.  The  possibility  of  the  appearance  of  less 
sensitive  viruses  in  man  must  be  borne  in  mind 
when  treating  patients.  The  relationship  between 
the  in  vitro  sensitivity  of  Herpes  simplex  virus  to 
acyclovir  and  clinical  response  to  therapy  has  yet  to 
be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiving 
acyclovir,  all  patients  should  be  advised  to  take 
particular  care  to  avoid  potential  transmission  of 
virus  if  active  lesions  are  present  while  they  are  on 
therapy.  In  severely  immunocompromised  patients, 
the  physician  should  be  aware  that  prolonged  or 
repeated  courses  of  acyclovir  may  result  in  selection 
of  resistant  viruses  which  may  not  fully  respond  to 
continued  acyclovir  therapy. 

Drug  Interactions:  Co-administration  of  probene- 
cid with  intravenous  acyclovir  has  been  shown  to 
increase  the  mean  half-life  and  the  area  under  the 
concentration-time  curve.  Urinary  excretion  and 
renal  clearance  were  correspondingly  reduced. 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility:  Acyclovir  was  tested  in  lifetime  bioassays 
in  rats  and  mice  at  single  daily  doses  of  50, 150  and 
450  mg/kg  given  by  gavage.  There  was  no  statisti- 
cally significant  difference  in  the  incidence  of 
tumors  between  treated  and  control  animals,  nor 
did  acyclovir  shorten  the  latency  of  tumors.  In  2 in 
vitro  cell  transformation  assays,  used  to  provide 
preliminary  assessment  of  potential  oncogenicity  in 
advance  of  these  more  definitive  life-time  bioassays 
in  rodents,  conflicting  results  were  obtained. 
Acyclovir  was  positive  at  the  highest  dose  used  in 
one  system  and  the  resulting  morphologically 
transformed  cells  formed  tumors  when  inoculated 
into  immunosuppressed,  syngeneic,  weanling  mice. 
Acyclovir  was  negative  in  another  transformation 
system  considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of  chromo- 
somal damage  at  maximum  tolerated  parenteral 
doses  of  100  mg/kg  acyclovir  in  rats  but  not  Chinese 
hamsters;  higher  doses  of  500  and  1000  mg/kg  were 
clastogenic  in  Chinese  hamsters.  In  addition,  no 
activity  was  found  after  5 days  dosing  in  a dominant 
lethal  study  in  mice.  In  6 of  11  microbial  and  mam- 
malian cell  assays,  no  evidence  of  mutagenicity  was 
observed.  At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mammalian 
cell  assays  (human  lymphocytes  and  L5178Y  mouse 
lymphoma  cells  in  vitro),  positive  responses  for 
mutagenicity  and  chromosomal  damage  occurred, 
but  only  at  concentrations  at  least  400  times  the 
acyclovir  plasma  levels  achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertility 
or  reproduction  in  mice  (450  mg/kg/day,  p.o.)  or  in 
rats  (25  mg/kg/day,  s.c.).  At  50  mg/^g/day  s.c.  in  the 
rat,  there  was  a statistically  significant  increase  in 
post-implantation  loss,  but  no  concomitant  decrease 
in  litter  size.  In  female  rabbits  treated  subcutan- 
eously with  acyclovir  subsequent  to  mating,  there 
was  a statistically  significant  decrease  in  implanta- 
tion efficiency  but  no  concomitant  decrease  in  litter 
size  at  a dose  of  50  mg/kg/day.  No  effect  upon 
implantation  efficiency  was  observed  when  the 
same  dose  was  administered  intravenously.  In  a rat 
peri-  and  postnatal  study  at  50  mg/kg/day  s.c.,  there 
was  a statistically  significant  decrease  in  the  group 
mean  numbers  of  corpora  lútea,  total  implantation 
sites  and  live  fetuses  in  the  F,  generation.  Although 
not  statistically  significant,  there  was  also  a dose 
related  decrease  in  group  mean  numbers  of  live 
fetuses  and  implantation  sites  at  12.5  mg/kg/day 
and  25  mg/kg/day,  s.c.  The  intravenous  administra- 
tion of  100  mg/kg/day,  a dose  known  to  cause  ob- 
structive nephropathy  in  rabbits,  caused  a 
significant  increase  in  fetal  resorptions  and  a 
corresponding  decrease  in  litter  size.  However,  at  a 


maximum  tolerated  intravenous  dose  of  50  mg/kg/ 
day  in  rabbits,  there  were  no  drug- related  reproduc- 
tive effects. 

Intraperitoneal  doses  of  320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  6 months,  respec- 
tively, caused  testicular  atrophy.  Testicular  atrophy 
was  persistent  through  the  4-week  postdose  recovery 
phase  after  320  mg/kg/day;  some  evidence  of  recov- 
ery of  sperm  production  was  evident  30  days  post- 
dose. Intravenous  doses  of  100  and  200  mg/kg/day 
acyclovir  given  to  dogs  for  31  days  caused  asperma- 
togenesis. Testicles  were  normal  in  dogs  given 
50  mg/kg/day,  i.v.  for  one  month. 

Pregnancy:  Teratogenic  Effects:  Pregnancy 
Category  C.  Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/day,  p.o.),  rat  (50  mg/kg/day,  s.c.) 
or  rabbit  (50  mg/kg/day,  s.c.  and  i.v  ).  There  are  no 
adequate  and  well-controlled  studies  in  pregnant 
women.  Acyclovir  should  not  be  used  during  preg- 
nancy unless  the  potential  benefit  justifies  the 
potential  risk  to  the  fetus.  Although  acyclovir  was 
not  teratogenic  in  animal  studies,  the  drug’s  poten- 
tial for  causing  chromosome  breaks  at  high  concen- 
tration should  he  taken  into  consideration  in 
making  this  determination. 

Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  Zoviraix  is  administered  to  a 
nursing  woman.  In  nursing  mothers,  consideration 
should  be  given  to  not  using  acyclovir  treatment  or 
discontinuing  breastfeeding. 

Pediatric  Use:  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS -Short-Term  Admin- 
istration: The  most  frequent  adverse  reactions 
reported  during  clinical  trials  were  nausea  and/or 
vomiting  in  8 of  298  patient  treatments  (2.7%)  and 
headache  in  2 of  298  (0.6%).  Less  frequent  adverse 
reactions,  each  of  which  occurred  in  1 of  298  patient 
treatments  (0.3%),  included  diarrhea,  dizziness, 
anorexia,  fatigue,  edema,  skin  rash,  leg  pain, 
inguinal  adenopathy,  medication  taste  and  sore 
throat. 

Long-Term  Administration:  The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251  (8.8%), 
nausea  and/or  vomiting  in  20  of  251  (8.0%),  vertigo 
in  9 of  251  (3.6%),  and  arthralgia  in  9 of  251  (3.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  less  than  3%  of  the  251  patients  (see 
number  of  patients  in  parentheses),  included  skin 
rash  (7),  insomnia  (4),  fatigue  (7),  fever  (4),  palpita- 
tions (1),  sore  throat  (2),  superficial  thrombopnlebi- 
tis  (1),  muscle  cramps  (2),  pars  planitis  (1), 
menstrual  abnormality  (4),  acne  (3),  lymphadenopa- 
thy  (2),  irritability  (1),  accelerated  hair  loss  (1),  and 
depression  (1). 

DOSAGE  AND  ADMINISTRATION:  TreaU 
ment  of  initial  genital  herpes:  One  200  mg 
capsule  every  4 hours,  while  awake,  for  a total  of 

5 capsules  daily  for  10  days  (total  50  capsules). 

Chronic  suppressive  therapy  for  recurrent 
disease:  One  200  mg  capsule  3 times  daily  for  up 
to  6 months.  Some  patients  may  require  more  drug, 
up  to  one  200  mg  capsule  5 times  daily  for  up  to 

6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awake,  for  a total  of  5 capsules 
daily  for  5 days  (total  25  capsules).  Therapy  should 
be  initiated  at  the  earliest  sign  or  symptom  (pro- 
drome) of  recurrence. 

Patients  With  Acute  or  Chronic  Renal 
Impairment:  One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clearance 
slO  ml/min/1.73/m2. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue,  opaque) 
containing  200  mg  acyclovir  and  printed  with 
“Wellcome  ZOVIRAX  200”  - Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  15°-30°C  (59°-86°F)  and  protect  from  light. 

*In  controlled  studies,  recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 

Burroughs  Wellcome  Co..  Research  Triangle  Park.  North  Carolina  27709 


IMPROVING  ..'VES  ThROuG'-' 
ANTiViRAl  RESEARCH 


BURROUGHS  WEUCOME  CO 
Copr  ^ 1966  Burroughs  Wellcome  Co  All  rights  reserved  86-ZOV-5 


ESTUDIOS  CLINICOS 


Epidemiology  of  Kaposi’s  Sarcoma  in 
Patients  with  the  Acquired  Immunodeficiency 
Syndrome  in  Puerto  Rico 


Kaposi’s  sarcoma  (KS)  is  a multifocal  neoplastic 
process  histologically  characterized  by  a prolifera- 
tion of  vascular  elements.  The  classic  KS,  described 
originally  by  Kaposi  in  1872,‘  affects  principally  elderly 
men,  occurs  on  the  lower  extremities,  has  an  indolent 
course,  and  progresses  to  visceral  involvement  in  10%  of 
the  cases. ^ Another  variant  of  KS,  the  endemic  type,  is 
seen  in  Africa,  affects  any  group  age,  is  more 
aggresive,  has  high  mortality  and  progresses  frequently 
to  visceral  involvement.  A third  type  of  KS  is  also 
recognized  in  immunosuppresed  patients,  specifically  in 
renal  transplant  patients. 

In  198 1 , a different  type  of  KS  was  described,  similar  to 
the  endemic  type  in  its  clinical  course  and  aggresiveness, 
but  which  affected  principally  homosexual  or  bisexual 
men  with  the  Acquired  Immunodeficiency  Syndrome 
(AIDS).^  (Figure  1) 
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It  is  the  purpose  of  this  study  to  outline  the  epidemio- 
logy of  AIDS-associated  KS  in  Puerto  Rico  and  to 
compare  it  with  similar  data  available  for  the  United 
States  of  America  (USA). 

Materials  and  Methods 

All  the  cases  of  AIDS-associated  KS  reported  to  the 
AIDS  Surveillance  Coordinator  Office  in  Puerto  Rico  up 
to  May  20,  1987  were  reviewed.  Those  patients  in  whom 
the  diagnosis  of  KS  was  done  at  the  USAand  later  moved 
in  to  Puerto  Rico  were  also  included.  Sex,  age,  race,  risk 
factors  for  AIDS,  criteria  for  the  diagnosis  of  AIDS, 
localization  and  date  of  diagnosis  of  KS,  histologic 
report,  and  date  and  cause  of  death  of  the  patient  were 
recorded.  The  classification  proposed  by  Mitsuyasu  and 
Groopman'*  was  used  for  the  staging  of  KS. 


Results  & Comments 

Table  I shows  the  statistics  obtained  from  the  AIDS 
Surveillance  Coordinator  Office  in  P.R.  in  which  all  the 
cases  of  AIDS,  are  divided  in  different  disease  cate- 
gories.^ There  were  a total  of  428  cases  of  AIDS  in  P.R.  up 
to  May  20,  1987.  Fifty  four  cases  had  KS  without 
Pneumocystis  carinii  pneumonia  (PCP)  and  16  cases  had 
KS  and  PCP  making  a total  of  70  cases  of  AIDS  with  KS. 
Two  of  these  cases  did  not  have  histological  confirmation 
of  KS  and  were  excluded,  for  a total  of  68  cases  or  the 
16%  of  AIDS  patients.  In  comparison,  24%  of  AIDS 
patients  in  the  USA  developed  KS.^ 


Table  I 


Total  Cases  of  AIDS  in 

Puerto  Rico 

Disease  Category 

Total  AIDS  Cases  (%) 

KS  without  PCP 

54  ( 13) 

Both  KS  and  PCP 

16  ( 4) 

PCP  without  KS 

225  ( 53) 

OI  without  KS  or  PCP 

133  ( 31) 

Total 

428  (100) 

KS:  Kaposi’s  sarcoma 

PCP:  Pneumocystis  carinii  pneumonia 

OI:  Opportunistic  infection 
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Table  II  shows  a comparison  between  the  total  cases  of 
KS  and  its  relation  to  the  different  risk  groups.  We  can 
observe  that  although  only  51%  of  all  cases  of  AIDS  in 
P.R.  are  homosexual/bisexual,  83.8%  of  all  the  cases  of 
KS  are  within  these  categories  and  1 1.7%  of  the  cases  are 
seen  in  drug  addicts.  They  are  rare  in  other  risk  groups 
such  as  hemophiliacs,  heterosexual  contacts  and  trans- 
fusions recipients. 


Table  II 


AIDS  Risk  Groups 

in  Puerto  Rico 

Patient's  groups 

Total  AIDS 

KS  (%) 

Cases  (%) 

Homosexual  or  Bisexual 

161  (37.6) 

43  (63.2) 

IV  drug  User 

170  (39.7) 

8 (11.7) 

Homo/Bisexual  IV  user 

57  (13.3) 

14  (20.6) 

Hemophiliac 

2 ( 0.4) 

1 ( 1.5) 

Heterosexual  contact 

20  ( 4.6) 

1 ( 1.5) 

Transfusions 

6(  1.4) 

0(0) 

Other/Unknown 

12  ( 2.8) 

1 ( 1.5) 

Total 

428  (100) 

68  (100) 

Table  III  shows  that  74%  of  all  cases  with  AIDS  in 

USA  are  homosexual/bisexuaP  and  that  95%  of  patients 
with  KS  are  within  this  category.*  The  high  incidence  of 

KS  in  the  homosexual  group 

explains  why  KS  is  more 

common  is  the  USA  than  in  Puerto  Rico. 

Table  III 

USA  Statistics  (April  6,  1987) 

Patient's  Groups 

Total  AIDS 

Cases  (%) 

Homosexual/Bisexual 

21874  (66) 

IV  drug  user 

5565  (17) 

Homo/Bisexual  IV  user 

2550  ( 8) 

Hemophiliac 

289  ( 1 ) 

Heterosexual  contact 

1270  (4) 

Transfusions 

644  ( 2) 

Other/Unknown 

1053  ( 3) 

Total 

33245  (100) 

Males  predominate  in  all  the  categories  in  Table  III. 
67  of  our  68  cases  were  males  for  a total  of  98.5%  while  in 
the  USA,  93%  of  all  the  AIDS  patients  are  males.* 

Table  IV  shows  the  age  ranges  of  AIDS  patients.  The 
mean  age  of  patients  in  our  study  was  34.4  years  with  a 
range  from  19-65  years.  83%  of  all  AIDS  patients  are 
within  the  range  of  20-49  years  which  is  similar  to  the  age 
range  of  KS  patients.  In  the  USA,  the  mean  age  of 
patients  with  KS  is  38  years,*  3.5  years  more  than  in  our 
study. 

The  overall  mortality  of  our  patients  until  May  20, 
1987  was  70%  in  patients  with  AIDS-related  KS  with  an 
overall  survival  of  10  months,  3 1%  of  the  cases  being  alive 
at  1 2 months  and  1 5%  of  the  cases  being  alive  at  22  month 
after  the  diagnosis  is  established.  Although  the  overall 
survival  was  10  months,  there  were  several  cases  of 
patients  alive  after  4-5  years  of  the  diagnosis  of  KS. 


Table  IV 

Age  Groups  in  Puerto  Rico 

Age 

Total  AIDS 

Cases  (%) 

KS  (%) 

Under  13 

21  ( 5) 

0(  0) 

13-19 

8(  2) 

2(  3) 

20-29 

95  ( 21) 

19  ( 27) 

30-39 

226  ( 50) 

34  ( 51) 

40-t9 

56  ( 12) 

8(  12) 

Over  49 

49  ( 10) 

5(  7) 

Total 

449  ( 100) 

68  (100 

USA  statistics  show  that  the  overall  mean  survival  for 
these  patients  is  18-24  months;*  with  60%  of  the  patients 
being  alive  at  12  months  and  31%  of  the  patients  being 
alive  at  22  months.’  A delay  in  making  the  diagnosis  may 
explain  this  difference.  It  was  found  that  many  of  the 
patients  in  our  study  had  signs  and  symptoms  suggestive 
of  KS  many  months  before  the  diagnosis  of  KS  was 
confirmed  histologically. 

Table  V shows  the  classification  proposed  by 
Mitsuyasu  and  Groopman  in  1984  for  the  staging  of  KS.’ 
Thirteen  of  our  cases  had  incomplete  data  and  were 
withdrawn  from  the  calculations  of  staging. 

Table  V 


Staging  of  Kaposi’s  sarcoma 


Classification 

Criteria 

Stage  1 

Limited  cutaneous 
(one  anatomic  area) 

Stage  II 

Disseminated  cutaneous 
(more  than  one  anatomic  area) 

Stage  III 

Visceral  only 

(gastrointestinal,  lymph  node,  etc.) 

Stage  IV 

Cutaneous  and  visceral 

Table  VI  shows  that  16.4%  of  the  cases  were  in  Stage  I, 
52.7%  in  Stage  II,  16.4%  in  Stage  III  and  14.5%  in  Stage 
IV.  We  can  notice  that  69%  of  our  patients  had  cutaneous 
involvement  only  (Stage  I and  II)  and  that  31%  of  the 
patients  had  visceral  involvement  with  or  without 
cutaneous  involvement.  In  contrast  to  our  findings,  in  the 
USA  25%  of  the  cases  had  cutaneous  involvement  only,^ 
29%  had  stage  IIP  and  50%  had  visceral  involvement.*  If 
the  invasive  studies  for  detection  of  visceral  involvement 
are  not  performed,  the  staging  will  not  be  complete  and 
cutaneous  involvement  will  be  overreported  as  probably 
happens  in  our  cases. 

Table  VI 


Staging  of  KS  in  Puerto  Rico 


Staging 

Cases  (%) 

Stage  I 

9 (16.4) 

Stage  II 

29  (52.7) 

Stage  III 

9 (16.4) 

Stage  IV 

8 (14.5) 

Total  55  (100) 
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Table  VII  shows  the  number  of  cases  in  which  the 
diagnosis  of  AIDS  was  based  on  the  histologic  confir- 
mation of  KS.  Four  cases  had  incomplete  data  and  were 
withdrawn  from  this  calculation.  In  70%  of  our  cases  the 
definite  diagnosis  of  AIDS  was  made  by  the  presence  of 
KS;  in  16%  the  diagnosis  was  made  by  the  presence  of  KS 
and  a concurrent  opportunistic  infection.  Only  14%  of 
the  cases  had  a previous  diagnosis  of  AIDS  when  the  KS 
appeared.  In  a post-morten  study  performed  at  the  USA, 
it  was  found  that  in  46%  of  their  cases  the  definite 
diagnosis  of  AIDS  was  done  by  the  presence  of  KS.^  It 
can  be  concluded  that  in  P.R.  a high  number  of  patients 
are  managed  with  a presumptive  diagnosis  of  AIDS 
which  is  not  confirmed  until  the  cutaneous  lesions  of  KS 
appears. 


Table  VII 


KS  as  criteria  used  for  diagnosis  of  AIDS 

Cases  (%) 

KS 

45  ( 70) 

KS  J-  01 

10  ( 16) 

other 

9(  14) 

Total 

64  (100) 
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Conclusions 

Several  conclusions  may  be  drawn  from  our  data; 

• Kaposi’s  sarcoma  in  AIDS  patients  is  more  frequent 
in  the  USA  than  in  P.R. 

• There  is  no  significant  difference  in  age,  sex,  and  risk 
factors  when  compared  to  USA  patients. 

• Overall  survival  in  patients  with  AIDS  and  KS  is  less 
in  P.R.  than  in  USA. 

• There  is  probably  a delay  in  confirming  the  diagnosis 
of  KS  in  P.R.  when  compared  to  USA. 

• Cutaneous  involvement  of  KS  is  much  more 
frequently  documented  than  visceral  involvement  in 
P.R.  probably  due  to  incomplete  staging. 

• In  most  of  these  patients  with  AIDS  related  KS,  the 
diagnosis  of  AIDS  was  confirmed  by  the  presence  of 
KS.  If  the  other  criteria  for  the  diagnosis  of  AIDS 
were  applied  using  proper  microbiological  methods 
and  indicated  invasive  procedures  such  as  bronchos- 
copy, it  is  probable  that  many  of  our  cases  would 
have  had  an  established  diagnosis  of  AIDS  before  the 
appearance  of  KS. 

The  medical  community  should  also  be  aware  of  the 
cutaneous  markers  of  AIDS,  especially  those  charac- 
teristics of  KS,so  that  and  earlier  diagnosis  of  AIDS  can 
be  established.  In  this  way,  through  earlier  counseling 
and  establishment  of  appropiate  epidemiologic  measures 
the  spread  of  this  terrible  disease  will  be  curtailed. 


453 


NUEVO 


MEDIPREN 


® 

Caplets/ 
Tabletas 
de  200mg 
de  ¡buprofén 


Una  alternativa  mejor  para 
dolores  musculares  y torceduras 


*oder  analgésico  comprobado... 

' Dosis  por  dosis,  200 mg.  de  ibuprofén 
MEDIPREN  suplen  alivio  tan  efectivo 
contra  el  dolor  como  650  mg.  de 
aspirina' 

I Reducción  significativa  en  la  severidad 
\ y duración  del  dolor  de  torceduras  y 
^ otras  heridas  al  tejido  blando.^ 

S Para  el  dolor  menor  de  la  artritis, 
una  acción  analgésica  que  fue 
considerada  efectiva  en  el  93%  de 
los  pacientes  que  exhibían 
primariamente  padecimiento  reumático 
no  articular  de  hombro  y espalda.^ 


Eficacia  analgésica  de  200mg  de  ibuprofén  i/'s. 
650mg  de  aspirina. 


...con  menos  efectos  Gl 
secundarios 

• Se  tolera  mejor,  con  menos 
irritación  a la  mucosa  gástrica  que 
la  aspirina.'* 

• Menor  incidencia  de  efectos 
secundarios  Gl,  con  menos 
potencial  de  daño  serio  al 
tracto  Gl. 

Una  alternativa  mejor  para 
la  dismenoixea 

• Eficacia  significativamente  mayor 
que  la  de  ó50mg  de  aspirina.^ 


Dosis  sugerida:  Una  caplet  o tableta  c]4-6  horas.  Si  el  dolor  no 
respondiera,  pudieran  usarse  2 caplets  o tabletas  sin  exceder  l,200mg  en  24  horas. 
A los  pacientes  debe  alertárseles  a leer  y seguir  l¿is  indicaciones 
de  la  etiqueta  del  producto.  No  deben  tomar  MEDIPREN  si  previamente 
han  tenido  reacción  alérgica  a la  ¿ispirina 


RcferciKlMi  I.  G>oper  SA.  Needle  SE,  Kíuger  00  Comparative  aralgesic  poterKy  of  aspirin  and  IbuprofenyOraí  Surg  197735:898-903.  2.  Muckle  DS:  Comparative  study  of 
buprofen  and  aspirin  In  soft-tissue  injuries.  Estudio  basado  en  dosis  áe  400  mg.  Vea  arriba  la  dosificación  sugertda.  Rheumatol  Rehabil  1974:13:141-147.  3.  Nasution  AR:  Study  of 
Ú¥s  arvügesic  actMtles  of  buprofen  compared  with  paracetamol  Proceedings  of  the  13th  intemationaJ  Congress  of  Rheurrwithology.  Kyoto,  japan.  1973,  pp.  9-11.  4.  Lanza  F.  itoyer 
G Nelson  R;  An  erKloscopic  evaluation  of  the  effects  of  rKXvsteroidal  anti-Inflamatory  drugs  on  the  gastric  mucosa.  Gaslrointest  Endose  197531:103-105.  5.  Flower  R|,  Morcada 
S.  Var>e  IR:  Arvügesic -antipyretics  and  anti-Infiammatofy  agents;  drugs  employed  In  the  treatment  of  gout.  In  Giman  AG.  Goodman  LS.  Rail  TW,  et  al  (eds):  The  Pharmacological 
Bosis  of  Therapeutics,  cd  7,  New  York.  Macmillan  PuWisning  Co.  1^5.  p.  702.  6.  Shapiro  SS.  Diem  K;  The  effect  of  buprofen  In  the  treatment  of  dysmenorrhea.  Curr  Ther  Res 
196130327-334. 




ESTUDIOS  CLINICOS 


Environmental  Protection  of  the  Human  Lens 

Manuel  N.  Miranda,  MD* 
Sixto  Garcia-Castiñeiras,  MD,  PhD* 


Abstract:  The  effectiveness  of  the  following  lenses: 

green  #3  glass,  gray  #3  glass,  clear  glass,  photogray  glass, 
Revo  solar  orange  glass,  Revo  ariel  blue  glass,  clear  plastic, 
U-V  Card  plastic  and  U-V  Card  grey  plastic  were  tested  in 
preventing  the  increase  in  temperature  induced  5y  illumi- 
nating a sensitive  thermistor  probe  with  a tungsten  flood 
lamp. 

Protection  against  the  increase  in  temperature  induced 
by  the  heat  source  was  most  effective  for  the  green  #3  lens, 
followed  by  the  gray  #3  lens,  and  the  Revo  blue  and  orange 
filters.  They  are  recommended  to  protect  the  eyes  from  the 
early  development  of  presbyopia  and  senile  cataract  as  the 
rest  of  the  lens  filters  offered  no  protection  to  the  heating 
effects  of  light. 

Epidemiological  studies’  have  shown  that  a high  pre- 
valence of  senile  cataract  and  the  early  appearance 
of  presbyopia  are  typical  of  people  who  live  close  to  the 
equator. 

Without  excluding  other  factors,  it  seems  that  solar 
radiation  could  play  the  most  important  role  in  deciding 
this  geographical  distribution  because  sunlight  hits 
harder  the  equatorial  regions  of  the  earth. 

Two  general  mechanisms^  could  conceivably  mediate 
the  effects  of  solar  radiation  on  the  eye:  1)  increased 
ultraviolet  (UV)  light  exposure;  and,  2)  increased 
environmental  temperature. 

It  is  well  established  that  natural  or  artificial  exposure 
of  the  lens  to  UV  light  is  able  to  accelerate  aging-like 
changes  of  the  type  found  in  senile  cataracts:^’  cross- 
linking  of  lens  proteins,  oxidation  of  sulfhydryl  groups, 
pigment  deposition,  and  so  on.  This  is  thought  to  occur 
through  UV  light  triggered  photo-oxidative  mechanisms. 
Under  in  vivo  conditions  UV  light  of  wavelengths 
between  320  and  400  nm  passes  through  the  cornea  and 
reaches  the  lens  and  structures  posteriorly.  These  are 
therefore  the  wavelenghts  of  most  concern  when  harmful 
effets  of  UV  light  are  considered. 

The  same  basic  mechanism  could  also  be  responsible 
for  the  “hardening”  of  the  lens  structures  leading  to 
presbyopia.  In  fact,  it  has  been  considered  that  the  latter 
might  be  a fore-runner  of  senile  cataract. 

Several  studies,  however,  indicate  that  UV  radiation 
alone  may  not  be  the  only  epidemiological  factor  respon- 
sible for  the  early  onset  of  presbyopic  and  senile 
cataractous  changes  seen  in  warm  regions.  It  has  been 
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found, ^ for  example,  that  in  countries  having  both  coastal 
regions  with  high  average  temperatures  and  mountainous 
regions  with  low  average  temperatures  of  the  same 
latitude,  there  is  a higher  prevalence  of  senile  cataracts 
and  earlier  presbyopia  in  the  coastal  regions.  This  is  in 
spite  of  the  fact  that  the  UV  content  of  solar  radiation  is 
about  1-2%  at  sea  level  and  about  5-6%  at  high  altitude. 

Therefore,  it  is  reasonable  to  propose  that  in  addition 
to  the  effects  of  UV  light,  lifelong  exposure  to  climatic 
conditions  resulting  in  sustained  increase  in  the 
temperature  of  the  lens,  however  small  this  increase 
might  be,  may  well  constitute  an  accelerating  factor  in  the 
aging  of  the  crystalline  lens. 

From  the  chemical  standpoint  of  view,  UV  and 
temperature  effects  could  potentiate  each  other  to  decide 
the  typical  epidemiology  of  presbyopia  and  senile 
cataract. 

Following  the  line  of  thinking  delineated  above,  one  is 
led  to  conclude  that  the  development  of  presbyopia  and 
senile  cataract  could  be  retarded  in  warm  regions  by 
protecting  the  eye  not  only  from  the  deleterious  effect  of 
UV  light  but  also  from  the  heating  effects  of  visible  and 
IR  (infrared)  radiation  with  the  use  of  filters. 

In  experiments  performed  in  anaesthetized  cats  we 
have  shown  that  the  temperature  in  the  anterior  surface 
of  the  lens,  as  registered  with  an  implanted  thermistor 
needle,  increase  as  the  local  environmental  temperature  is 
increased  using  the  light  of  a tungsten  lamp  as  the  heat 
source.  The  temperature  of  the  lens  increased  at  the  rate 
of  °C  per  each  degree  C of  increase  in  the  environmental 
temperature.  In  these  experiments  we  found  that  a piano 
green  #3  glass  filter  prevented  the  rise  in  temperature  of 
the  lens,  a piano  grey  #3  glass  filter  partially  prevented  it 
while  a photochromic  (UV  sensitive)  glass  filter  had  no 
protective  effect  at  all. 

In  this  work  we  tested  the  effectiveness  of  various 
lenses  in  preventing  the  increase  in  temperature  induced 
by  illuminating  a sensitive  thermistor  probe  with  a 
tungsten  flood  lamp  under  the  condition'  described 
below. 

Method 

A 150W  tungsten  flood  lamp  (Sylvania)  was  placed  at 
one  end  of  an  optical  bench  with  its  anterior  surface  at  the 
0 cm  mark  of  the  bench.  A +5.00  D lens  mounted  in  the 
center  of  a 21  x 21  cm  black  cardboard,  was  placed  20  cm 
in  front  of  the  lamp  in  order  to  produce  a beam  of  parallel 
rays.  A thermistor  needle  mounted  on  a 21  x 21  cm 
cardboard  was  placed  15  cm  away  from  the  lens.  The 
needle  was  connected  to  a Yellow  Spring  Instruments 
Telethermometer  model  TUC-46.  The  filters  were 
mounted  on  a lens  holder  placed  midway  between  the 
5 D lens  and  the  thermistor  (Fig.l). 
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Figure  1.  Optical  Bench 


The  room  temperature  was  measured  first  with  the 
lamp  off  for  several  minutes.  Then  the  lamp  was  turned 
on  and  the  new  temperature  reading  was  taken  when  it 
was  stable.  Nine  filters  were  then  sucessively  interposed 
between  the  lamp  and  the  thermistor.  In  each  case,  and 
after  allowing  for  the  proper  stabilization  of  tempera- 
tures, the  reading  produced  by  each  filter  was  recorded. 
Between  filters,  the  temperature  of  the  thermistor  was  left 
to  reach  the  unfiltered  levels. 

All  the  lenses  used  were  piano  and  had  a center 
thickness  of  2mm.  The  following  were  used: 

1.  Green  #3,  uncut,  58  mm,  glass 

2.  Grey  #3,  uncut,  58  mm,  glass 

3.  Clear,  uncut,  65  mm,  glass 


lili 


4.  Photogrey,  uncut,  65  mm,  glass.  This  lens  was 
activated  through  exposure  to  a UV  lamp  of  350  nm. 

5.  Revo  Solar  orange,  cut,  58  x 48  mm,  glass 

6.  Revo  Ariel  Blue,  cut,  56  x 45  mm,  glass 

7.  Clear,  uncut,  65  mm,  plastic 

8.  UV  Gard,  uncut,  65  mm,  plastic 

9.  UV  Gard  Grey,  uncut,  65  mm,  plastic 

The  spectral  characteristics  of  these  lenses  were 
determined  in  a Scanning  Spectrophotometer,  Beckman 
DU-8,  against  air  (Figs.  2,  3,  4). 


Figure  3.  Spectral  characteristics  of  clear  crystal,  dear  plastic, 
photogray  and  phologray  activated  lenses. 


Figure  2.  Spectral  characteristics  of  the  Revo-Red  (Revo-OrangeO,  Revo 

Blue,  Green  and  Gray  lenses.  Figure  4.  Spectral  characteristics  of  U-V  gard  ard  U-V  gard  gray  lenses. 
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Results 

The  temperature  recorded  by  the  thermistor  with  the 
lamp  off  (room  temperature)  was  27.2  C.  When  the 
tungsten  lamp  was  turned  on,  the  temperature  recorded 
increased  to  34.3.  When  the  different  filters  were  inter- 
posed between  the  lamp  and  the  thermistor  the  readings 
were  as  follows,  after  allowing  for  the  proper  stabilization 
of  temperatures: 


1.  Green  #3 28.8  C 

2.  Grey  #3 29.6  C 

3.  Clear  glass 34.0  C 

4.  Photogrey  activated 34.2  C 

5.  Solar  Orange  Revo 29.8  C 

6.  Ariel  Blue  Revo 29.8  C 

7.  Clear  Plastic 33.0  C 

8.  UV  Gard 33.2  C 

9.  UV  Gard  Grey 33.0  C 


Discussion 

If  one  is  to  seek  highest  protection  of  the  eye  against  the 
harmful  effects  of  solar  radiation,  it  would  be  desirable  in 
our  opinion  to  filter  out  both  the  UV  and  the  IR  ends  of 
the  spectrum  of  radiation  reaching  the  eye,  as  well  as  to 
lower  the  amount  of  total  visible  radiation  transmitted 
through  the  filtering  lens.  UV  protection  should  critically 
include  those  wavelengths  (320-400  nm)  able  to  pass 
through  the  cornea  and  aqueous  humor  towards  struc- 
tures lying  posteriorly  in  the  eye:  lens,  vitreous  and  retina. 

Several  filters  were  very  effective  in  this  regard:  UV 
Gard,  UV  Gard  Grey,  Revo  Red,  Revo  Orange,  Revo 
Blue  and  Green  #3.  All  these  filters  absorbed  100%  of  UV 
light  below  400  nm. 

Clear  glass  allowed  to  pass  all  UV  light  above  300nm, 
and  Photogray,  Gray  and  Clear  plastic  absorbed  100% 
light  below  350  nm,  leaving  a great  proportion  of  350  to 
400  nm  light  pass  through. 

When  the  photogray  lens  was  activated  by  exposure  to 
UV  light  to  maximal  tint  intensity,  its  UV  cut-off 
remained  the  same  at  350  nm  but  transmission  of  light 
decreased  in  the  visible  region  to  levels  of  approximately 
70%. 

Protection  against  increase  in  temperature  induced  by 
the  heat  source  was  most  effective  for  Green  #3  lens, 
followed  by  the  Gray  #3  lens,  and  the  Revo  blue  and 
orange  filters.  The  rest  of  the  filters  offered  no  protection 
to  the  heating  effects  of  light.  In  general,  the  protective 
effect  offered  by  those  four  filters  can  be  grossly 
correlated  with  their  ability  to  block  transmission  of  light 
in  the  red/IR  region  of  the  spectrum  as  shonw  by  their 


recorded  absorption  spectra. 

All  those  lenses  reduced  to  low  levels  the  light 
transmitted  at  700-750  nm  (Green  #3,  5%;  Revo  Red,  0%; 
Revo-Blue,  20%;  Gray  #3,  30%).  The  lack  of  a strict 
correlation  between  the  % of  this  light  transmitted  and 
the  temperature  effect  of  the  filters  could  be  due  to  di- 
fferences in  the  amount  of  IR  light  transmitted  at 
wavelengths  longer  than  750  nm. 

All  the  above  mentioned  filters  also  reduced  the  levels 
of  visible  light  transmitted  to  about  20-30%  of  the 
incident  light.  Although  the  UV  Gard  Gray  filter  also 
reduced  to  this  level  the  amount  of  visible  light  trans- 
mitted, it  caused  no  reduction  in  the  temperature  of  the 
thermistor.  This  is  probably  due  to  the  fact  that  the  trans- 
mission of  this  filter  greatly  increased  over  650  nm,  to 
reach  a 90%  level  at  750  nm. 

The  most  effective  in  cutting  off  the  transmission  of 
ultraviolet  and  infrared  light  was  the  Green  #3  lens, 
followed  by  the  Grey  #3  lens  and  Revo  blue  and  orange 
filters.  They  are  thus  recommended  to  protect  the  eyes 
from  the  early  development  of  presbyopia  and  senile 
cataract.  The  green  filters  have  an  additional  advantage, 
they  transmit  light  at  the  highest  peak  of  visibility. 

Resumen:  Se  determinó  la  efectividad  de  los  siguientes 

lentes:  cristal  verde  #3,  cristal  gris  #3,  cristal  claro,  cristal 
photogray,  cristal  Revo  anaranjado  solar,  cristal  Revo  azul 
ariel,  plástico  claro,  plástico  U-V  Gard  y plástico  U-V 
Gard  gris  en  evitar  el  aumento  en  temperatura  al 
iluminarla  con  una  lámpara  de  tungsteno. 

El  lente  más  efectivo  en  evitar  el  aumento  en  temperatura 
fue  el  cristal  verde  #3  seguido  por  el  cristal  gris  #3  y los 
cristales  Revo  azul  y anaranjado.  Estos  se  recomiendan 
para  proteger  los  ojos  del  desarrollo  prematuro  de  la 
presbicie  y la  catarata  senil,  ya  que  los  otros  lentes  no 
evitaron  el  aumento  en  temperatura. 
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Blood  Pool  Radionuclide  Venography 
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Abstract:  A simple  noninvasive  scintigraphic  technique 

for  the  detection  of  deep  vein  thrombophlebitis  in  the  lower 
extremities  is  presented.  It  involves  the  labeling  of  the 
patient’s  own  RBCs  with  99mTc.  Multiple  images  of  the 
legs  can  be  obtained  with  excellent  resolution  of  the  deep 
venous  system.  The  test  has  an  overall  accuracy  of  92%  in 
the  diagnosis  of  deep  vein  thrombophlebitis. 

Pain  and  swelling  of  the  lowerextremitiesisan  impor- 
tant condition  which  requires  rapid  and  accurate 
evaluation.  The  differential  diagnosis  is  extensive 
including  cellulitis,  muscle  tears,  hematoma,  ruptured 
popliteal  cysts,  varicose  veins,  as  well  as  superficial  and 
deep  thrombophlebitis.  As  the  presence  of  deep  vein 
thrombophlebitis  (DVT)  could  be  associated  with  life- 
threatening  pulmonary  emboli,  this  is  usually  the  first 
diagnosis  to  exclude. 

Contrast  venography  remains  the  standard  technique 
for  the  diagnosis  of  DVT  with  an  excellent  accuracy. 
However,  the  fact  that  this  technique  is  painful  and 
invasive  and  the  potential  contrast  reactions  and  contrast 
induced  new  thrombi  formation  have  prompted  investi- 
gators to  search  for  new  and  less  invasive  techniques. 

Blood  pool  radionuclide  venography  (BPRV)hasbeen 
introduced  as  a simple,  noninvasive  and  accurate 
technique  for  the  visualization  of  the  deep  venous  system 
of  the  lower  extremities.'’  ^ The  radiotracer  is  adminis- 
tered intravenously,  eliminating  the  requirement  of  leg 
vein  cannulation. 

Views  can  be  obtained  in  any  projection  including 
anterior,  posterior  and  lateral  views  of  any  portion  of  the 
legs.  The  study  can  be  repeated  as  often  as  needed  and 
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patient  acceptability  is  excellent.  There  are  no  known 
complications  or  contraindications. 

Materials  and  Methods 

We  have  used  the  vivo  technique  for  labeling  the  red 
blood  cells..  Cold  tin-containing  pyrophosphate  is 
injected  in  an  arm  vein.  Thirty  minutes  later,  15-20  mCi 
of ’®mxc  are  administered  intravenously,  also  in  an  arm 
vein.  Views  of  the  lower  abdomen,  thighs,  knees  and 
lower  leg  are  obtained  in  the  anterior  and  posterior 
projection.  Each  view  is  taken  for  1 million  counts  using  a 
large  field  of  view  gamma  camera.  Criteria  for  an 
abnormal  study  include:  a)  non-visualization  of  a vein  or 
marked  asymmetry  in  vein  uptake  when  compared  to  the 
contralateral  side,  b)  presence  of  collaterals  with  or 
without  soft  tissue  swelling. 

Results 

Case  1.  — 55  y/o  male  patient  who  presented  with 
pain  in  the  left  thigh  and  calf  region.  Fig.  la  shows 
excellent  visualization  of  iliac,  femoral  and  popliteal 
veins  in  the  anterior  projection  of  the  BPRV.  This  was 
interpreted  as  a normal  study.  The  left  leg  contrast 
venogram  was  also  normal  (Fig.  lb). 

Case  2.  — 62  y/o  patient  with  pain  and  swelling  in  the 
left  leg.  Notice  the  normal  visualization  of  the  left  iliac 
vein  on  the  BPRV  (Fig.  2a)  but  absent  visualization  of  the 
femoral  and  all  lower  deep  veins  implying  the  presence  of 
a clot  in  the  femoral  vein  (arrow).  This  was  confirmed  by 
CV  (Fig.  2b). 

Case  3.  — 60  y/o  male  patient  with  pain  and  swelling 
in  the  entire  left  lower  extremity  (Fig.  3a)  shows  poor 
visualization  of  the  deep  venous  system  below  the 
iliofemoral  junction  on  the  BPRV  (straight  arrow). 
Notice  the  multiple  collaterals  visualized  in  the  thigh  and 
the  anomalous  drainage  of  the  greater  saphenous  vein 
(curved  arrow).  The  CV  confirmed  the  disease  in  the 
femoral  vein  (Fig.  3b).  Fig.  3c  is  a posterior  view  of  the 
calf  region  in  the  same  patient.  Poor  visualization  of  the 
diseased  popliteal  vein  (arrow)  and  marked  soft  tissue 
swelling  of  the  calf  region  can  be  noted. 


457 


Blood  Poo!  Radionuclide  yenography 


Bol.  A.soc.  Med.  P.  Rico  - Noviembre  1987 


r §: 


Figure  la.  Normal  blood  pool  radionuclide  venogram  (BPRV). 


Figure  lb.  The  contrast  venogram  was  also  normal  in  the  left  leg. 


Figure  2a.  BPRV  reveals  nonvisualization  of  all  the  deep  veins  below  the 
level  of  the  left  fermoral  vein  (arrow). 


Figure  2b.  The  CV  confirms  the  presence  of  disease  in  the  left  femoral 
vein.  Intraluminal  Filling  defects  can  be  seen. 
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Figure  3a.  The  BPRV  reveals  disease  below  the  level  of  the  left  femoral 
vein  (straight  arrow).  There  is  visualization  of  multiple  collateral  veins  in 
the  thigh.  Notice  the  abnormal  drainage  of  the  greater  saphenous  vein 
(curved  arrow). 


Figure  3b.  The  CV  in  the  same  patient  confirms  left  femoral  disease. 


Figure  3c.  A posterior  view  of  the  lower  lef  reveals  poor  visualization  of 
the  left  popliteal  vein  (arrow)  and  marked  soft  swelling  of  the  calf. 


Discussion 

Blood  pool  radionuclide  venography  (BPRV),  perfor- 
med with  ”niTc-labeled  red  blood  cells,  is  a simple, 
noninvasive  technique  which  provides  excellent  visuali- 
zation of  the  deep  venous  system  allowing  the  clinician  to 
detect  and  localize  areas  of  DVT. 

Zorba  et  al.  compared  this  technique  with  contrast 
venography  (CV)  in  50  patients.^  They  evaluated  198  vein 
sites  in  these  50  patients  and  found  agreement  between 
the  BPRV  and  the  CV  in  184  sites  (93%)  and  disagree- 
ment in  14  (7%).  However,  if  they  excluded  the  calf  veins 
the  studies  agreed  in  144  (97%)  of  the  sites  and  disagreed 
in  4 (3%).  It  should  be  remembered  that  although  the  calf 
region  is  where  most  of  the  disagreement  will  occur, 
thrombi  confined  to  this  area  are  rarely  the  source  of 
pulmonary  emboli.  Most  life  threatening  embolic 
episodes  occur  with  disease  above  the  popliteal  vein. 
These  authors  found  that  the  overall  sensitivity, 
specificity,  and  predictive  values  of  a positive  and  a 
negative  test  for  BPRV  were  90%,  93%,  77%  and  -97%, 
respectively.  If  the  calf  veins  were  excluded,  these  values 
increased  to  96%,  97%,  89%  and  99%.  The  overall 
accuracy  was  92%. 

In  summary,  the  BPRV  is  a technique  whose  accuracy 
appears  to  compare  favorably  with  CV.  Because  of  its 
noninvasive  characteristics,  its  simplicity  and  the  good 
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patient  acceptability,  further  clinical  trials  with  this 
technique  are  warranted  in  an  attempt  to  determine  its 
potential  role  in  the  diagnosis  of  such  an  important 
disease  as  deep  vein  thrombophlebitis. 

Resumen:  Se  describe  una  técnica  nuclear  simple  y no 

invasiva  para  el  diagnóstico  de  tromboflebitis  profunda  de 
las  extremidades  inferiores.  Esta  envuelve  la  marcación  de 
las  células  rojas  del  paciente  con  Tecnesio-99'n-  Imágenes 
del  sistema  venoso  profundo  pueden  obtenerse  con  muy 
buena  resolución.  La  exactitud  de  la  prueba  es  de  92%. 
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A Sign  of  the  Times? 


In  1983,  22  physician-owned  profes- 
sional liability  insurance  companies 
were  forced  to  raise  their  premiums  an 
average  of  17  percent.  At  that  rate,  high- 
risk  insurance  coverage  that  cost 
$63,000  in  1983  could  top  $300,000  in 
just  ten  years. 

These  costs  are  leading  to  an 
affordability  crisis  which  affects  every- 
one. Physicians  are  concerned  about  ris- 
ing premiums,  exorbitant  awards  and 
continued  insurance  availability. 

Patients  pay  the  price  in  increased  costs 
and  limited  access  to  care. 

Liability  problems  exact  a high  toll  on 
physicians  — in  time  and  money,  and 
even  on  their  health.  Some  have  been 
forced  into  early  retirement;  others  have 
modified  their  practices  to  avoid  high- 
risk  procedures. 

There  is  help.  The  American  Medical 
Association's  Special  Task  Force  on  Pro- 
fessional Liability  and  Insurance  has 
developed  an  ambitious  plan  of  action  to 
respond  to  the  crisis.  This  includes 
reviewing  tort  reform,  working  with  the 
nation's  policymakers  to  address  the 
issue,  promoting  state  coalitions  to  deal 
with  the  problem,  distributing  patient 
information  materials  and  instructing 
physicians  on  how  to  avoid  lawsuits. 

If  you  want  something  done  about  the 
professional  liability  problem,  become 
part  of  the  solution:  join  the  AMA. 

For  information,  call  toll-free  800/621-8335 
(in  Illinois,  call  collect  312/645-4783),  or  write: 

The  American  Medical  Association 

Division  of  Membership  535  North  Dearborn  Chicago,  Illinois  60610 
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En  Triple-S 

te  hacemos  un  chequeo  general 


I ú sabes  que  un  examen  cuidadoso  es 
indispensable  antes  de  hacer  un  diagnóstico 
acertado.  En  Triple-S  hacemos  lo  mismo. 
Estudiamos  cada  caso  en  particular  y 
diseñamos  un  plan  a la  medida  de  tus 
necesidades  particulares,  ya  sea  para  tus 
empleados  o tu  familia. 


Miembro 

Blue  Shield  Association 


Seguramente  tú  eres  uno  de  los  muchos 
médicos  y dentistas  que  aceptan  Triple-S  y 
conoces  de  nuestros  beneficios,  pero  para 
un  chequeo  general  de  tu  caso  en 
particular,  llámanos  hoy  y compruébalos. 
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Alternate  Methods  of  Breast  Reconstruction 
Used  in  One  Patient:  Case  Report 

Raúl  H.  Márquez-Sárraga,  MD 
Armando  Barreto,  MD 


Abstract:  A patient  who  underwent  reconstruction  of 

both  breasts  by  different  methods  after  mastectomies  due  to 
carcinoma  of  the  breasts  in  separate  episodes  is  presented. 
It  is  our  purpose  to  acquaint  the  reader  with  available 
breast  reconstruction  techniques  after  the  traumatic 
experience  of  a mastectomy  takes  place. 

The  following  presentation  deals  with  alternate 
methods  of  breast  reconstruction  which  were  carried 
out  in  one  patient  after  two  distinct  episodes  of  carci- 
noma of  the  breast,  both  of  which  were  treated  by 
modified  radical  mastectomies. 

Our  interest  in  presenting  this  cases  is  that  after  a 
thorough  research  of  the  available  literature,  this  is  first 
known  case  of  this  entity  to  be  reported  in  the  medical 
literature  of  Puerto  Rico.  In  addition,  this  is  also  very  rare 
on  a worldwide  basis. 

One  additional  aspect  of  this  publication  is  to  acquaint 
the  reader  with  the  different  types  of  breast  reconstruc- 
tion methods  available  and  the  hope  that  these  will  be 
mentioned  and  discussed  with  patients,  in  particular 
young  women,  facing  the  traumatic  experience  of  a 
mastectomy. 


Case  Report 

This  is  a 45  year  old  G3P3AbO  female  patient  with  no 
known  history  of  systemic  illness  who  in  1981  underwent 
a right  modified  radical  mastectomy  due  to  an  intra- 
ductal carcinoma  of  the  breast.  Patient  was  then  re- 
admitted two  years  after  in  1 983  for  reconstruction  of  the 
right  breast. 

The  procedure  was  carried  out  in  two  stages  the  first  of 
which  involved  the  creation  of  a new  “breast”  mound 
using  a latissiums  dorsi  myocutaneous  flap.  The  second 
stage  of  the  procedure  involved  the  construction  of  the 
nipple-areolar  complex  using  skin  from  the  patient’s 
inner  thigh  area  which  has  a darker  pigmentation.  (See 
Figure  1). 


San  Juan  City  Hospital,  Department  of  Surgery.  Puerto  Rico  Medical 
Center 


Figure  I.  Patient  after  full  reconstruction  of  the  right  breast,  prior  to 
insertion  of  tissue  expander  on  left  chest  area. 


Patient  followed  an  uneventful  post-operative  period 
and  remained  well  until  she  was  admitted  again  in  1984 
when  a left  modified  radical  mastectomy  was  performed 
when  biopsy  of  a left  breast  mass  revealed  another 
intraductal  carcinoma. 

After  a two-year  symptom-free  interval  she  was  re- 
admitted for  reconstruction  of  the  left  breast.  This  time  a 
different  reconstructive  procedure  was  carried  out 
involving  three  stages.  The  first  stage  this  time  involved 
the  implantation  of  a tissue  expander  which  was  left  in 
place  for  several  weeks.  Afterwards,  the  second  stage  of 
the  procedure  was  carried  out  on  March  1986  when  a 
silastic -gel  prothesis  was  inserted  in  place  of  the  tissue 
expander.  The  third  stage  involved  the  reconstruction  of 
the  nipple-areolar  complex  which  was  done  on  January 
1987.  Patient  since  has  been  asymptomatic. 

Discussion 

Carcinoma  of  the  breast  is  very  prevalent  in  our  society 
and  the  most  accepted  current  form  of  therapy  involves  a 
modified  radical  mastectomy.  This  is  always  a very 
traumatic  experience  for  the  patient  involved  and  in  view 
of  this  reconstruction  of  the  breast  should  be  offered  to 
these  patients. 
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Various  reconstruction  methods  are  currently  available, 
and  these  range  from  the  use  of  myocutaneous  flaps  from 
latissimus  dorsi  or  rectus  muscles,  to  the  implantation  of 
“silicone”  (silastic-gel)  protheses. 

The  timing  of  these  various  procedures  has  been  under 
considerable  debate.  Some  believe  that  during  the 
mastectomy  procedure  an  immediate  and  simultaneous 
reconstruction  should  be  done,  whereas  others  consider 
that  a 2 to  3 years  disease-free  interval  with  close  follow 
up  is  mandatory  prior  to  an  attempt  at  reconstruction. 

In  our  patient,  the  first  reconstructive  procedure 
carried  out  involved  the  use  of  a latissimus  dorsi  myocu- 
taneous flap.  The  procedure  involves  the  relocation  of  an 
ellipse  of  tissue  measuring  approximately  22  x 7 cm  and 
approximately  2 cm  thick  from  the  back  area  which 
includes  skin  and  latissimus  dorsi  muscle.  When  this 
transfer  is  carried  out,  preserving  its  blood  supply  via  a 
vascular  pedicle,  a total  volume  of  approximately  300  cc 
will  be  available  for  transfer.' 

This  type  of  reconstructive  procedure  is  also  very 
useful  in  cases  where  a subcutaneous  mastectomy  has 
been  carried  out  and  which  are  treated  with  implantation 
of  a prosthetic  device  (silastic-gel  prothesis)  with 
subsequent  painful  capsular  contracture.  These  patients 
have  been  given  the  name  of  “subcutaneous  mastectomy 
cripples”  due  to  the  pain  caused  by  thiscontracture.'  One 
major  cosmetic  drawback  with  this  procedures  is  that  a 
scar  is  created  in  the  back  area.  (See  Figure  2) 


Figure  2.  Back  view  of  the  same  patient.  Note  the  residual  scar  on  the  back 
on  the  right  side  which  some  patients  find  objectionable. 


Another  reconstructive  method  that  is  used  entails  a 
myocutaneous  flap  from  the  contralateral  rectus  abdomi- 
nis muscle.^  Here  skin  from  the  epigastric  area  is  used 
based  on  a segment  of  rectus  abdominis  muscle  which 
includes  the  superior  epigastric  artery.  The  myocutaneous 
flap  is  taken  from  the  normal  side  and  can  then  be  used 
for  either  skin  or  volume  replacement,  or  both. 

The  most  common  relative  indication  for  this  proce- 
dure is  the  desire  not  to  have  a scar  in  the  back  (as  was 
previously  discussed),  and  also  in  those  patients  with 
upper  abdominal  laxity.^  It  must  be  noted  that  this 
procedure  is  technically  very  difficult  and  it  is  not  recom- 
mended for  every  patient. 

It  is  worthwhile  to  mention  that  some  centers  now 
advocate  simultaneous  mastectomy  with  latissimus  dorsi 
flap  reconstruction.  In  one  recent  British  publication^  the 
authors  describe  that  this  procedure  was  carried  out  in 
15  women.  Prior  to  the  surgical  procedure  these  patients 
were  found  to  be  free  of  metastatic  disease  upon  bone 
scanning,  skeletal  survey,  and  full  biochemical  investiga- 
tion. The  entire  breast  was  removed  with  axillary  node 
dissection,  and  flap  reconstruction  was  then  carried  out. 
Reconstruction  of  the  nipple-areolar  complex  was 
performed  later  using  skin  from  the  thigh  or  by  a method 
known  as  nipple-sharing,  whereby  the  new  nipple  is 
created  from  the  existing  one.  (See  Figure  3) 


Figure  3.  The  conjoined-spiral  method  of  nipple  sharing.  Each  new  nipple- 
areolar  complex  will  be  one-half  the  size  of  the  original. 


The  use  of  tissue  expanders  in  modern  plastic  surgery 
has  become  very  popular.  The  concept  behind  the 
procedure  entails  the  insertion  of  a plastic  bag,  akin  to  a 
balloon,  which  is  inflated  with  saline  solution  over  a time 
period.  What  this  in  turn  accomplishes  is  that  it  provides 
for  additional  skin  in  places  over  which  the  expander  is 
placed.  (See  Figure  4)  After  the  desired  volume  of  the  new 
breast  is  obtained,  the  tissue  expander  is  removed  in  a 
simple  surgical  procedure  and  replaced  with  a silastic-gel 
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prothesis  of  the  appropiate  volume.  The  nipple-areolar 
complex  is  subsequently  reconstructed  by  either  of  the 
aforementioned  techniques. 


Figure  4.  Several  sizes  of  tissue  expanders  currently  available.  The  small 
port  is  used  for  infusion  of  saline  solution  to  achieve  the  desired  volume. 


Conclusion 

The  case  of  a patient  undergoing  reconstruction  of 
both  breasts  by  different  methods  after  mastectomies  was 
presented,  and  various  techniques  for  reconstruction 
currently  available  were  described  as  well.  It  is  our  hope 
that  more  of  these  women  facing  a mastectomy  will  be 
referred  to  a plastic  surgeon  prior  to  the  surgical 
procedure,  so  that  the  plastic  surgeon  can  become  an 
integral  part  of  the  team  and  discuss  the  case  with  the 
general  surgeon  and  the  patient  so  that  the  patient  can 
benefit  from  the  reconstructive  procedure. 

Resumen:  Se  presenta  el  caso  de  una  paciente  a la  cual 

se  le  reconstruyeron  ambos  senos  por  técnicas  distintas 
luego  de  haberle  practicado  mastectomías  por  cáncer  del 
seno  en  episodios  separados.  Es  nuestro  propósito  que 
el  lector  se  familiarize  con  las  nuevas  técnicas  de  recons- 
trucción del  seno  disponibles  luego  de  que  la  experiencia 
traumática  de  una  mastectomía  tiene  lugar. 
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Neonatal  Meningitis  by 
Flavobacterium  Meningosepticum 

Angel  L.  Senquiz,  MD,  FAAP 


Summary:  Flavobacterium  meningosepticum  is  an 

infrequent  cause  of  neonatal  meningitis  and  sepsis.  In  this 
report  we  describe  a 10-day  old  female  infant  with  menin- 
gitis caused  by  this  organism.  Its  unusual  antibiotic 
susceptibility  pattern  posed  difficulty  to  the  clinician  at  the 
selection  of  the  initial  antibiotic  treatment.  Our  experience 
has  been  similar  to  that  found  in  the  reviewed  literature. 

The  treatment  of  bacterial  meningitis  in  the  neonate 
is  a challenge  to  the  general  pediatrician  and  the 
neonatologist.  When  the  etiological  agent  is  a bacteria 
with  a pattern  of  resistance  to  multiple  antibiotics,  there 
is  a problem  of  management.  The  case  that  we  will 
present  illustrates  this  clinical  situation.  We  hope  that 
our  experience  will  be  of  need  to  those  physicians  that  in 
the  course  of  their  careers  will  deal  with  the  problem  of 
the  neonatal  meningitis  caused  by  Flavobacterium 
meningosepticum. 

Case  Report 

A 3300  gm  female  infant  was  born  of  a 20  year-old, 
gravida  II,  para  2,  abortus  0 mother  by  uncomplicated 
vaginal  delivery.  No  major  complications  occured  during 
pregnancy,  except  for  an  episode  of  urinary  tract 
infection  treated  with  some  unidentified  pills.  Apgar 
score  was  not  reported  at  the  referring  hospital,  but  the 
infant  was  noted  to  cry  vigorously  at  birth.  Nursery 
course  was  uneventful,  except  for  several  episodes  of 
vomiting  that  resolved  spontaneously.  She  was  discharged 
home  on  breast  feeding  supplemented  with  Enfamil 
formula. 

The  infant  did  well  at  home  until  she  was  ten  (10)  days- 
old,  when  she  developed  high  grade  fever  (40°C)  and 
decreased  her  general  level  of  activity.  She  was  taken  to  a 
local  health  center,  from  where  she  was  transferred  to  the 
referring  hospital.  The  infant  was  admitted  with  the 
diagnosis  of  sepsis  and  treatment  with  ampicillin  and 
garamycin  was  initiated.  On  the  third  day  of  admission 
the  patient  continued  with  fever  and  without  improve- 
ment in  the  general  physical  condition.  Bulging  of  the 
anterior  fontanelle  was  observed  and  spinal  tap  was 
done.  A purulent  fluid  was  obtained  and  a gram  stain 
showed  gram  negative  bacilli.  The  patient  was  then 
transferred  to  the  Caguas  Regional  Hospital  Intensive 
Care  Unit. 

On  arrival  the  infant  had  a temperature  of  39.3°C,  res- 
piratory rate  = 38  per  minute  and  heart  ráte  = 170 
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beats  per  minute.  She  looked  acutely  ill  and  irritable.  The 
anterior  fontanelle  was  bulging.  Heart  rhytm  was 
regular.  No  murmurs  were  heard.  Lung  fields  were  clear 
to  auscultation.  The  abdomen  was  soft  and  depressible, 
without  visceromegaly.  The  inspection  of  the  skin 
revealed  tiny  pustules  with  erythematous  base  distri- 
buted over  the  genital  area.  At  neurological  examination 
the  infant  presented  irregular  breathing,  increased 
muscular  tone,  neck  rigidity  and  intermittent  tonic  clonic 
generalized  seizures. 

Initial  laboratory  studies  were  reported  as  follows: 
Cerebrospinal  fluid  (CSF):  white  blood  cells  = 3222 
(42%  polymorphonuclear  leukocytes),  protein  = 298  mg%, 
glucose  = Omg%,  gram  stain  = gram  negative  pleo- 
morphic bacilli.  Hemogram:  white  blood  cells  = 21,900 
(40%  polymor-phonuclear  leukocytes),  Hb  =11.8  gms%, 
platelet  count  = 408,000,  electrolytes:  NA+  = 130 
mEq/LT,  K+  = 6 mEq/LT,  Cl  = 95  mEq/LT. 

Treatment  was  started  with  ampicillin  300mg/Kg/day 
and  Chloromycetin  50mg/Kg/day,  in  addition  to 
phenobarbital  as  anticonvulsant  therapy.  On  the  third 
day  of  treatment  a culture  of  the  CSF  was  reported: 
Flavobacterium  meningosepticum.  resistant  to  ampicillin, 
gentamicin,  oxacillin,  clindamycin  and  sensitive  to 
vancomycin  and  rifampin.  The  blood  culture  was  negative. 
Initial  antibiotic  treatment  was  discontinued,  and 
vancomycin  and  rifampin  were  started.  A CAT  scan  done 
on  the  fourth  day  of  hospitalization  was  within  normal 
limits.  Six  days  after  admission  the  temperature  was 
normal  and  the  seizures  activity  ceased.  Eight  days  after 
admission  CSF  (from  ventricular  tap)  was  reported  with 
growth  of  the  organism.  Susceptibility  to  vancomycin 
was  “doubtful”.  Hence,  parenteral  and  intraventricular 
erythromycin  was  added  to  the  therapy.  The  patient 
continued  to  be  afebrile.  The  CSF  culture  taken  three  (3) 
days  after  the  change  in  the  antibiotic  therapy  was 
reported  without  growth.  On  the  twenty-third  day  of 
hospitalization  an  abnormal  increase  in  the  head  circun- 
ference  was  found.  A computerized  axial  tomography 
revealed  severe  hydrocephaly  and  a neurosurgery 
evaluation  was  requested. 

Discussion 

Flavobacterium  meningosepticum  is  a non-motile, 
nonfermenting  gram  negative  water  rod  that  was  first 
described  in  1944  by  Shulman  and  Johnson.  Its  name 
derives  from  the  yellow  color  of  the  colonies  as  they  grow 
on  culture.  It  can  be  found  in  water  and  soil.'  Although 
not  usually  considered  pathogenic  to  humans,  epidemic 
outbreaks  in  newborn^  nurseries  and  other  infections  in 
adults  have  occurred. 
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Summary  of  Laboratory  Data  and  Clinical  Course 


Hospital 

Day 

Clinical 

Status 

Temp. 

(C°) 

WBC 

(%PMN) 

CSF 

Prot. 

Glucose 

Cult. 

Na+ 

Electrolytes 

K-h 

Cl 

Hb 

Hemogram 
WBC  (%P)  Plat 
XIO’ 

Ret. 

(AB’S) 

1 

Jittery 

Bulging  fontan. 
HC  = 36.5 
Seizures 

39.3 

3222 

(42) 

298 

0 

130 

6.0 

95 

1 1.8 

27,900 

(46) 

408 

0.2 

Prior  3 days 
ampicillin/gara 
started  on  ampicillin 
and  Chloromycetin 

3 

Iregular  res- 
piratory rate 

39 

1329 

(49) 

105 

0 

+ 

132 

5.5 

94 

Ampi/Chloro 

4 

Cat  scan 
normal 

39 

CO, 

21 

Discontinued 
ampi/chloro, 
started  vancomycin 
& rifampin 

6 

No  seizures 

Not  tense 
fontanelles 

38 

131 

5.6 

98 

1 1.8 

27.900 
(46  P) 

408 

0.2 

Vaneo 

Rifampim 

8 

Recurrence  of 
seizures 

36.6 

2600 

(91) 

206 

0 

+ 

126 

5.5 

92 

Vancomycin 

Rifampin 

10 

No  seizures 
activity 

36.7 

+ 

131 

5.2 

97 

10.8 

26.000 

(55) 

Erythro.  Started 
(Parenteral) 

14 

Mild 

spasticity 

HC  36.5 

36.5 

10.9 

26,700 

(39) 

364 

Vancomycin 

Rifampin 

Erythromycin 

16 

Active  crying 
Good  sucking 

36.7 

800 

(80) 

150 

WL 

Neg. 

134 

6.8 

93 

10.8 

21.800 

(52) 

302 

7.4 

Same  TX 

20 

St  able 

36.5 

1 l.l 

13.900 

(51) 

3i8 

3.6 

Same  TX 

24 

HC  38.5 

Mild  spasticity 
persist 

36.5 

Neg. 

10.9 

1 1.400 
(51) 

361 

4.7 

Same  TX 

26 

Hydrocephaly 

diagnosed 

Antibiotics 

discontinued 

Neonatal  sepsis  and  meningitis  has  been  the  most 
frequent  infectious  syndromes  described  in  this  age 
group. ^ Disease  in  the  adult  has  manifested  most 
frequently  as  post-operative  bacteremia  and  endocarditis. 
Association  with  secundum  ASD  and  prosthetic  heart 
valves  has  been  recognized.  Immunocompromised  host 
of  all  age  groups  are  at  increased  risk.'* 

The  first  outbreak  was  reported  at  Greenwill  in  the 
year  of  1956.  These  and  other  outbreaks  have  been 
characterized  by  high  mortality.  They  have  been 
associated  with  diseases  such  as  meningitis,  sepsis, 
umbilical  infection  and  peritonitis.  Cases  of  meningitis 
have  frequently  been  complicated  by  the  development  of 
hydrocephalus. 

The  epidemiology  is  not  well  known  yet.  Organisms 
have  been  isolated  from  various  sources  in  the  nursery 
and  newborn  wards,  like  basin  and  other  fomites.^ 
Colonization  of  the  host  in  the  pharynx  has  been  also 
associated  with  the  development  of  illness.  Possible 
portals  of  entry  are  the  umbilicus,  conjunctiva,  mucosa  of 
the  gastrointestinal  tract  and  abraded  skin.  The  role  of 
the  colonization  of  the  mother’s  delivery  tract  has  not 
been  studied. 

The  neonatal  disease  spectrum  ranges  from  meningitis, 
umbilicus  sepsis,  peritonitis  and  generalized  sepsis.  The 
serotype  “C”  is  the  commonest  found  producing  disease 
in  humans.* 


Flavobacterium  meningoseplicum  is  listed  among  the 
infrequent  causes  of  neonatal  infection.  However,  its 
occurrence  is  frequently  associated  with  difficulties  in 
management.  As  it  is  well  known,  neonatal  sepsis  and 
meningitis  is  usually  an  overwhelming  disease  associated 
with  a high  morbidity  and  mortality  rate.  The  most 
frequent  etiolocial  agents  are  Escherichia  coli  and 
Streptococcus  group  B.  When  the  Flavobacterium 
meningoseplicum  is  implicated  the  initial  empyrical 
antibiotic  therapy,  usually  started  in  the  neonatal  period 
(a  penicillin  and  an  aminoglycoside)  are  ineffective. 
These  organisms  are  usually  resistant  to  the  antibiotics 
currently  used  for  the  treatment  of  gram  negative  rods.’ 
The  antibiotics  that  in  the  so  far  accumulated  experience 
have  proved  to  be  useful  are:  erythromycin,  vancomycin, 
rifampin  and  sulfa  drugs. 

It  is  necessary  to  point  out  the  importance  of  making 
and  analysis  of  the  cerebrospinal  fluid  of  any  infant 
considered  to  have  sepsis.  This  should  include:  chemistry, 
cellularity,  gram  stain  and  culture. 

Intraventricular  administration  of  antibiotics  is  no 
longer  accepted  as  an  adequate  therapy  for  ventriculitis. 
McCrafen  demonstrated  in  a collaborative  study  that  this 
modality  of  treatment  did  not  improve  the  outcome  of 
patients,  and  could  increase  the  mortality.* 

Vancomycin  has  been  the  must  effective  agent  in  the 
treatment  of  infections  by  Flavobacterium  meningosep- 


465 


An^et  L.  Senquiz.  MD.  FAAP 


Vol.  79  Num.  II 


ticum.  However,  it  is  our  opinion  that  each  case  should  be 
treated  according  to  the  antibiotic  susceptibility  studies. 
This  patient  required  the  administration  of  erythromycin 
to  attain  sterility  of  cerebrospinal  fluid. 

The  development  of  hydrocephalus  is  a complication 
frequently  seen  in  neonatal  meningitis.  It  occurred  in  this 
patient  during  the  acute  phase  of  the  illness.  Daily 
measurements  of  the  head  circumference  is  mandatoryas 
part  of  the  follow-up  in  these  patients.  It  certainly  is  the 
most  effective  clinical  observation  in  the  early  diagnosis 
of  hydrocephalus. 

Our  experience  in  the  above  reported  case  confirms 
that  Flavobacterium  meningosepticum  is  a probable 
etiological  agent  of  neonatal  meningitis.  It  also  illustrates 
its  peculiar  pattern  of  antibiotic  sensitivity  and  the 
difficulties  in  management  that  this  represent. 


Resumen:  El  bacilo  Flavobacterium  meningosepticum 

es  una  causa  infrecuente  de  sepsis  y meningitis  neonatal.  En 
este  artículo  describimos  el  caso  de  una  infante  femenina  de 
10  días  de  edad  con  meningitis  causada  por  este  organismo. 
Su  patrón  poco  usual  de  sensitividad  representó  dificultades 
al  clínico  en  el  momento  de  la  selección  inicial  de  antibió- 
ticos. Nuestra  experiencia  ha  sido  similar  a la  de  otros 
según  lo  encontrado  en  la  literatura  sobre  el  tema. 
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SPECIAL  ARTICLES 


Infantile  Apnea  and  Home  Monitoring 


Apnea  has  long  been  recognized  as  a clinical  problem 
in  infants.  Considerable  investigative  and  clinical 
attention  has  been  directed  toward  this  condition. 
Although  progress  has  been  made  and  certain  categories 
of  apnea  have  been  delineated,  etiology  remains  unclear 
in  many  situations.  Furthermore,  the  condition  is 
common  in  certain  populations,  such  as  in  infants  born 
prematurely.  Whether  an  apneic  event  occurs  indepen- 
dently or  in  association  with  a pathophysiologic  process 
such  as  sepsis  or  an  environmental  factor  such  as  change 
in  temperature,  there  is  concern  about  possible  effects  of 
interrupted  breathing. 

Measurement  of  normal  and  abnormal  physiologic 
processes  such  as  breathing  patterns  is  facilitated  by 
devices.  Monitors  have  emerged  in  the  laboratory  and 
hospital  and  have  contributed  to  the  discovery  of  new 
knowledge  and  management  of  abnormalities.  Monitor- 
ing in  this  document  refers  to  the  use  of  electronic 
devices.  Technical  advances,  especially  in  electronics, 
have  resulted  in  many  devices  that  seem  to  be  accurate, 
useful,  and  safe.  Others  are  of  questionable  value. 

Sudden  infant  death  syndrome  (SIDS)  was  recognized 
before  this  century  but  did  not  receive  close  attention 
until  relatively  recently.  Public  Law  93-270,  the  Sudden 
Infant  Death  Syndrome  Act  opf  1974,  gave  the  Public 
Health  Service  the  mandate  to  stimulate  research  and 
administer  counseling  and  information  programs. 

In  1972,  a paper  reported  that  two  of  five  infants  with 
documented  prolonged  sleep  apnea  died  of  SIDS.  A great 
deal  of  attention  during  the  1970s  was  directed  toward 
the  relationship  of  apnea  and  SIDS.  As  the  1970s  and 
1980s  unfolded,  the  use  of  monitors  in  the  home 
environment  to  detect  apnea  expanded.  Research  and 
clinical  programs  produced  many  reports  about  the 
merits  of  this  activity,  and  controversy  emerged. 

In  an  effort  to  resolve  this  controversy,  the  Consensus 
Development  Program  at  the  National  Institutes  of 
Health  has  now  directed  its  attention  to  this  subject,  and 
the  panel  for  this  Consensus  Development  Conference  on 
Infantile  Apnea  and  Home  Monitoring  was  asked  to 
focus  on  the  following  questions: 


*From  the  National  Institutes  of  Health.  Consensus  Development 
Conference  Statement.  Vol.  6 Number  6.  October  I,  1986 


1.  What  is  known  about  the  relation  of  neonatal  and 
infant  apnea  to  each  other  and  to  mortality 
(especially  SIDS)  and  morbidity  in  infancy? 

2.  What  are  the  efficacy  and  safety  of  currently 
available  home  devices  for  detecting  infant  apnea? 

3.  What  evidence  exists  regarding  the  effectiveness  of 
home  monitoring  in  reducing  infant  mortality 
(especially  SIDS)  and  morbidity? 

4.  Based  on  the  above,  what  recommendations  can  be 
made  at  present  regarding  the  circumstances  for  use 
of  home  apnea  monitoring  in  infancy? 

5.  What  further  research  is  needed  on  hopie  apnea 
monitoring  for  infants? 

Definitions 

Expresssion  of  concepts  and  terminology  has  been 
difficult.  Continued  intense  efforts  directed  toward  defi- 
nitions are  important.  The  following  definitions  are  used 
in  this  document. 

Apnea — Cessation  of  respiratory  air  flow.  The  respira- 
tory pause  may  be  central  or  diaphragmatic  (i.e.,  no 
respiratory  effort),  obstructive  (usually  due  to  upper 
airway  obstruction),  or  mixed.  Short  (15  seconds), 
central  apnea  can  be  normal  at  all  ages. 

Pathologic  Apnea — A respiratory  pause  is  abnormal  if 
it  is  prolonged  (20  seconds)  or  associated  with  cyanosis; 
abrupt,  marked  pallor  or  hypotonia;  or  bradycardia. 

Periodic  Breathing — A breathing  pattern  in  which 
there  are  three  or  more  respiratory  pauses  of  greater  than 
3 seconds’  duration  with  less  than  20  seconds  of  respira- 
tion between  pauses.  Periodic  breathing  can  be  a normal 
event. 

Apnea  of  Prematurity  (AOP) — Periodic  breathing  with 
pathologic  apnea  in  a premature  infant.  Apnea  of 
prematurity  usually  ceases  by  37  weeks  gestation 
(menstrual  dating)  but  occasionally  persists  to  several 
weeks  past  term. 

Asymptomatic  Premature  Infants — Preterm  infants 
who  either  never  had  AOP  or  whose  AOP  has  resolved. 

Symtomatic  Premature  Infants — Preterm  infants  who 
continue  to  have  pathologic  apnea  at  the  time  when  they 
otherwise  would  be  ready  for  discharge. 

Apparent  Life-Threatening  Event  (ALTE) — An  episode 
that  is  frightening  to  the  observer  and  that  is  characte- 
rized by  some  combination  of  apnea  (central  or 
occasionally  obstructive),  color  change  (usually  cyanotic 
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or  pallid  but  occasionally  erythematous  or  plethoric), 
marked  change  in  muscle  tone  (usually  marked  limpness), 
choking,  or  gagging.  In  some  cases,  the  observer  fears 
that  the  infant  has  died.  Previously  used  terminology 
such  as  “aborted  crib  death”  or  “near-miss  SIDS” 
should  be  abandoned  because  it  implies  a possibly 
misleadingly  close  association  between  this  type  of  spell 
and  SIDS. 

Apnea  of  Infancy  (AOI) — An  unexplained  episode  of 
cessation  of  breathing  for  20  seconds  or  longer,  or  a 
shorter  respiratory  pause  associated  with  bradycardia, 
cyanosis,  pallor,  and/or  marked  hypotonia.  The  termi- 
nology “apnea  of  infancy”  generally  refers  to  infants  who 
are  greater  than  37  weeks  gestational  age  at  onset  of 
pathologic  apnea.  AOI  should  be  reserved  for  those 
infants  for  whom  no  specific  cause  of  ALTE  can  be 
identified.  In  other  words,  these  are  infants  whose  ALTE 
was  idiopathic  and  believed  to  be  related  to  apnea. 

Sudden  Infant  Death  Syndrome  (SIDS) — The  sudden 
death  of  any  infant  or  young  child,  which  is  unexplained 
by  history  and  in  which  a thorough  post  mortem  exami- 
nation fails  to  demonstrate  an  adequate  explanation  of 
cause  of  death. 

A pediatrician  commentator  at  the  public  meeting 
stated:  “We  need  to  be  taken  out  of  confusion  of  regional 
opinions,  the  pressures  of  public  perceptions,  and 
unfounded  technological  claims  and  be  given  guidance 
on  what  we  do  while  we  await  data.” 

It  is  hoped  that  this  consensus  statement  and  the  final 
report  that  follows  will  serve  as  helpful  educational  tools 
and  provide  guidance  while  stimulating  the  research 
process  leading  to  new  knowledge. 

What  is  known  about  the  relation  of  neonatal  and  infant 
apnea  to  each  other  and  to  mortality  (especially  SIDS)  and 
morbidity  in  infancy? 

There  is  no  evidence  that  apnea  of  prematurity  is  an 
independent  risk  factor  for  infant  apnea. 

Apnea  of  prematurity,  a developmental  phenomenon, 
usually  resolves  by  the  time  the  infant  is  34  t 36  weeks 
gestational  age.  In  many  infants,  a pattern  of  periodic 
breathing  may  persist  until  several  weeks  past  term;  in 
fact,  some  periodic  breathing  is  probably  normal  at  any 
age. 

There  is  evidence  that  apnea  of  prematurity  is  not  a risk 
factor  for  SIDS. 

Although  preterm  infants  make  up  a disproportionate 
share  of  all  infants  with  SIDS  (18  percent),  there  is 
evidence  that  apnea  of  prematurity  is  notan  independent 
risk  factor  for  SIDS.  In  the  NICHD  Cooperative  Epide- 
miological Study  of  SIDS  Risk  Factors,  there  was  no 
difference  in  the  incidence  of  reported  (hospital  record) 
apnea  in  the  infant  dying  of  SIDS  compared  with  a 
control  group  matched  for  birth  weight  and  ethnicity. 
This  observation  was  true  for  all  birth-weight-specific 
groups. 

An  apparent  life-threatening  event  is  a risk  factor  for 
sudden  death  (including  SIDS). 

The  term  ALTE  describes  a clinical  syndrome.  A 
variety  of  identifiable  diseases  or  conditions  can  cause 


such  episodes  (e.g.,  ALTE  secondary  to  gastroesophageal 
reflux  or  ALTE  secondary  to  seizures),  but  in  approxima- 
tely one-half  of  the  cases,  despite  extensive  workup,  no 
cause  can  be  identified.  These  episodes  can  occur  during 
sleep,  wakefulness,  or  feeding  and  are  in  infants  who  are 
generally  of  greater  than  37  weeks  gestational  age  at  the 
time  of  onset. 

The  reported  mortality  of  patients  with  apnea  of 
infancy  (AOI),  some  of  whom  have  been  electronically 
monitored  at  home,  varies  from  0 to  6 percent.  This 
variability  is  due  to  differences  in  terminology  and  the 
inherent  heterogeneity  of  the  population. 

The  mortality  of  other  ALTE  sub-groups  is  unknown. 
It  must  not  always  be  assumed,  however,  that  once  a 
specific  cause  of  ALTE  has  been  identified,  the  infant  is 
no  longer  at  increased  risk  of  sudden  unexpected  death. 
Certain  sub-groups  of  infants  with  ALTE  may  be  at 
higher  risk. 

There  are  data  to  suggest  that  infants  presenting  with 
an  apneic  spell  during  sleep  who  were  perceived  to 
require  resuscitation  may  have  a mortality  as  high  as  10 
percent  despite  the  use  of  home  monitors.  Infants  with 
this  ominous  history  are  rare.  Infants  with  two  or  more 
such  episodes  may  have  up  to  a threefold  further  increase 
in  risk  of  death. 

There  is  no  evidence  that  apnea  of  prematurity  per  se 
causes  subsequent  morbidity. 

Although  early  studies  suggested  an  increased  inci- 
dence of  spastic  diplegia  in  preterm  infants  with  a history 
of  apnea  and  bradycardia,  many  of  these  infants  may 
have  had  other  conditions  that  may  have  caused  the 
apnea  and  could  confound  studies  of  developmental 
outcome. 

ALTE  may  be  associated  with  an  increased  morbidity. 

Rerely,  infants  who  experience  severe  ALTE  also 
develop  serious  neurodevelopmental  sequelae  (e.g., 
vegetative  state).  Some  ALTE  survivors  demonstrate 
behavioral  and  neurodevelopmental  abnormalities,  but 
there  is  no  proof  that  this  is  a result  of  ALTE. 

Infants  with  a history  of  ALTE  or  apnea  of  prematurity 
comprise  only  a very  small  proportion  of  total  SIDS  cases. 

The  NICHD  Cooperative  Epidemiological  Study  of 
SIDS  cases  found  only  2 to  4 percent  had  a hospital 
record  of  apnea  of  prematurity  and  less  than  7 percent 
had  a history  of  ALTE. 

What  are  the  efficacy  and  safety  of  currently  available 
home  devices  for  detecting  infant  apnea? 

Essential  Features 

An  infant  cardiorespiratory  monitor  must  meet 
essential  criteria  to  be  of  clinical  value.  Primary  among 
these  is  the  ability  to  recognized  central,  obstructive,  or 
mixed  apneas  and/or  bradycardia  as  they  occur.  Alarms 
that  accurately  reflect  the  predisposing  condition  must 
consistently  alert  and  be  understandable  to  the  care  giver. 
In  other  words,  the  monitor  must  be  efficacious  in 
recognizing  apnea  and  triggering  its  alarm  for  prolonged 
apnea.  In  addi  tion,  the  monitor  must  be  capable  of  moni- 
toring its  own  internal  essential  functions  to  assure 
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proper  operation.  It  must  be  noninvasive  and  easy  to  use 
and  understand. 

The  best  of  the  currently  available  impedance-based 
cardiorespiratory  monitors  meet  many  but  not  all  of  the 
essential  criteria. 

Although  there  are  several  methods  that  can  be  used 
for  sensing  breathing,  only  a few  of  these  have  been 
applied  in  currently  available  home  cardiorespiratory 
monitors.  Of  these,  the  transthoracic  electrical  impedance 
monitors  are  by  far  the  most  frequently  applied  and  have 
the  widest  availability  in  the  United  States.  These 
monitors  are  generally  efficacious  in  identifying  and 
alarming  on  central  apneas;  however,  there  are  some 
situations  where  “breaths”  are  detected  during  apparent 
apneas  (false  negative)  and  other  cases  where  apneas  are 
indicated  even  though  the  infant  is  breathing  (false 
positive).  The  former  often  is  related  to  cardiogenic 
artifact,  a significant  problem  with  impedance  monitors, 
or  to  motion  artifact  resulting  from  active  or  passive 
infant  movement.  The  latter  is  associated  with  low 
amplitude  respiration  signals  that  can  occur  with 
impedance  monitors  even  though  other  sensors  of  venti- 
lation simultaneously  monitoring  the  infant  do  not  show 
significant  hypoventilation.  False  positive  alarms  also 
can  be  seen  in  some  rare  cases  as  a result  of  the  signal 
processing  in  the  monitor  to  reduce  false  negative  apnea 
detection.  Obstructive  and  mixed  apneas,  on  the  other 
hand,  are  not  directly  detected  by  presently  available 
impedance  monitors. 

Some  noninvasive  methods  of  sensing  breathing  other 
than  transthoracic  impedance  might  be  more  efficacious 
than  impedance. 

Cardiogenic  artifact  can  be  significant  with  transtho- 
racic impedance  monitors,  and  it  also  is  seen  to  a lesser 
extent  in  other  sensors  of  breathing.  These  other  methods 
also  may  have  reduced  sensitivity  to  some  infant  motion. 
Primary  among  these  sensors  are  the  abdominal  strain 
gauge, inductance  plethysmograph,and  nasal  thermistor. 
The  latter  two  also  may  be  able  to  detect  obstructive 
apnea. 

Cardiac  monitors  may  be  sufficient  for  monitoring  some 
infants. 

Cardiac  monitors,  or  the  cardiac  monitor  portion  of  a 
cardiorespiratory  monitor,  that  utilize  the  electrocardio- 
gram have  fewer  false  positive  or  negative  alarms  than  the 
respiration  monitors.  Although  these  devices  do  not  meet 
the  essential  criteria  listed  above  and  are  affected  by 
motion  artifact,  they  can,  for  the  most  part,  reliably 
recognize  conditions  of  tachycardia  and  bradycardia.  In 
some  cases,  it  may  be  sufficient  to  monitor  heart  rate 
alone  for  infants  at  home.  Heart  rate  monitors  are  less 
expensive  than  cardiorespiratory  monitors  which  makes 
this  alternative  attractive.  Future  work  is  needed  to 
determine  whether  this  is  a valid  approach. 

Desirable  Features 

Other  features  of  monitors  for  home  use  might  be 
desirable,  even  though  no  documented  evidence  exists  to 
that  effect  at  the  present  time.  The  features  include  the 
capability  of  capturing  and  storing  patterns  surrounding 


significant  events  for  later  analysis,  detection  of 
hypoxemia  secondary  to  hypoventilation  or  apnea  as  well 
as  the  detection  of  the  hypoventilation  itself,  estimation 
of  tidal  volume,  and  the  identification  of  heart  rate 
patterns  and  variability  as  well  as  cardiac  arrhythmias. 
No  presently  available  honor  monitor  meets  all  these 
criteria.  Thus,  new  instruments  should  be  developed  so 
that  monitors  with  these  features  can  be  made  available 
for  research  purposes. 

It  is  important  to  note  that  the  development  of  hard 
copy  monitors  alone  is  not  sufficient  to  identify  false 
alarms.  It  is  essential  that  these  devices  provide  sufficient 
information  to  fully  characterize  “alarm  conditions.” 
Even  so,  it  will  not  be  possible  to  use  this  technique  to 
document  false  negative  apnea  detection. 

The  pulse  oximeter  offers  opportunities  to  monitor 
blood  hemoglobin  oxygen  saturation  as  a means  of 
detecting  hypoxemia  secondary  to  apnea  and  hypoventi- 
lation. This  instruments  should  be  evaluated  further  in 
the  application,  with  special  attention  paid  to  the  effect  of 
signal  processing  on  the  measured  signal  and  methods  of 
minimizing  motion  artifact. 

Other  Considerations 

A set  of  minimal  standards  for  monitors  is  needed. 

An  important  issue  in  considering  monitor  efficacy  is 
the  development  of  appropriate  standards  and  test 
methods.  The  development  of  such  standards  with 
clinical  as  well  as  technical  input  to  the  process  needs  to 
be  encouraged.  Testing  procedures  must  be  relevant  to 
the  clinical  application  of  the  devices  if  they  are  to  be 
meaningful.  Manufacturers  should  publish  performance 
characteristics  of  monitors  for  use  by  physicians  when 
prescribing.  The  need  for  mandatory  standards  may  be 
necessary  if  voluntary  standards  cannot  be  developed 
and  followed  within  a reasonable  time  ( 1 to  2 years).  The 
reporting  of  problems  of  efficacy  and  safety  with 
monitors  must  be  mandatory. 

The  marketing  of  “over  the  counter”  monitor  should  be 
strongly  discouraged. 

Monitoring  devices  should  not  be  made  available  to 
consumers  without  professional  recommendation  and 
supervision.  Because  it  is  unlikely  that  the  efficacy  of  such 
devices  would  be  markedly  improved  over  present 
monitors,  such  widespread  availability  of  monitors  might 
lead  to  a significant  increase  in  the  number  of  infants 
referred  to  apnea  centers  due  to  false  alarms  of  the 
instrument.  Furthermore,  the  support  systems  available 
to  parents  who  purchase  such  machines  would  be 
nonexistent  or  not  uniform.  In  addition,  the  care  giver 
needs  to  be  specially  trained  in  the  use  of  the  monitor, 
including  knowing  how  to  operate  and  apply  the  instru- 
ment and  knowing  what  actions  to  take  when  the  alarm 
sounds.  This  training  is  essential  for  monitors  to  be 
effective. 

With  the  exception  of  a few  isolated  incidents,  home 
cardiorespiratory  monitors  appear  to  be  safe. 

A few  isolated  problems  have  been  reported,  and  these 
problems  subsequently  have  been  largely  corrected. 
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What  evidence  exists  regarding  the  effectiveness  of  home 
monitoring  in  reducing  infant  mortality  (especially  SIDS) 
and  morbidity? 

Effectiveness  of  Home  Monitoring 

For  the  purpose  of  this  statement,  effectiveness  means 
the  ability  to  assist  in  preventing  death  of  infants  for 
whom  home  monitors  are  prescribed.  This  implies  a 
proper  choice  of  home  monitoring  instruments,  adequate 
training,  and  continuous  logistic  and  professional 
support  of  care  takers  and  their  acceptance  and 
persistence  with  recommended  management.  In  addition, 
effectiveness  implies  the  ability  of  care  takers  to  abort  an 
apneic  episode  by  techniques  they  have  learned, 
including  resuscitation. 

Home  Monitoring  for  ALTE 

There  are  reports  of  scientifically  designed  studies  of 
the  effectiveness  of  home  monitoring  for  ALTE.  There 
are,  however,  several  case  studies  from  apnea  programs 
that  suggest  that  home  monitoring  may  be  an  appro- 
priate intervention  for  some  infants.  These  include 
infants  with  ALTE  who  present  with  an  initial  episode 
requiring  vigorous  stimulation  or  resuscitation. 

Home  Monitoring  for  Subsequent  Siblings  of  SIDS 
Victims 

There  are  no  reports  of  scientifically  designed  studies 
of  the  effectiveness  of  home  monitoring  for  subsequent 
siblings  of  SIDS  victims.  While  this  is  an  emotionally 
charged  issue,  the  decision  to  monitor  subsequent 
siblings  in  families  with  a single  SIDS  loss  cannot  be 
substantiated  from  existing  clinical  reports.  No  clinical 
studies  have  adequately  investigated  home  monitoring  of 
siblings  of  SIDS  or  the  survivor  of  a twin  pair. 

Home  Monitoring  for  Premature  Infants 

There  are  no  reports  of  scientifically  designed  studies 
of  the  effectiveness  of  home  monitoring  of  premature 
infants.  Reports  from  some  neonatal  intensive  care  units 
indicate  that  for  some  symptomatic  premature  infants 
home  monitoring  may  be  a successful  alternative  to 
prolonged  hospitalization  after  the  infants  meet  all  other 
criteria  for  hospital  discharge. 

Home  Monitoring  for  Other  Pathologic  Conditions 

There  are  no  reports  of  scientifically  designed  studies 
of  the  effectiveness  of  home  monitoring  for  other 
pathologic  condi  tions.  Clinical  evidence  may  support  the 
decision  to  monitor  infants  with  tracheostomies  at  home. 
Other  conditions  with  high  postneonatal  mortality  such 
as  severe  bronchopulmonary  dysplasia  may  warrant 
home  monitoring,  although  supportive  data  are  lacking. 

SIDS  Mortality  Trends  and  Home  Monitoring 

Evidence  from  several  communities  in  which  SIDS 
surveillance  has  been  maintained  for  a decade  or  more 
indicates  that  annual  SIDS  rates  vary  from  year  to  year 
but  have  not  declined  perceptibly  since  the  introduction 
of  home  monitoring.  The  proportion  of  SIDS  victims 


with  a history  of  apnea  is  too  small  for  the  impact  of 
home  monitoring  of  this  group  to  be  perceived.  Mortality 
from  all  other  causes  of  death  during  infancy  has  fallen 
dramatically  over  the  corresponding  timespan.  It  is, 
therefore,  unlikely  that  an  increase  in  deaths  from  some 
other  cause  has  been  offset  by  benefits  from  the  use  of 
home  monitors  in  the  community. 

Home  Monitoring  and  Morbidity 

There  are  no  studies  of  long-term  morbidityassociated 
with  apnea  or  the  use  of  home  monitors,  but  clinical 
evidence  suggests  that  research  on  this  question  might  be 
fruitful.  No  evidence  exists  to  support  the  contention  that 
home  monitoring  prevents  development  of  seizures, 
intellectual  deficits,  or  developmental  disorders. 

Problems  in  Dealing  With  Studies  of  Effectiveness 

No  randomized  studies  of  adequate  size  have 
addressed  effectiveness  of  home  monitoring  for  any 
category  of  patients.  There  have  been  several  published 
clinical  reports  purporting  to  assess  mortality  among 
monitored  infants.  The  data  from  these  studies  are 
invariably  presented  without  appropriate  comparison 
groups . They  address  ( 1 ) apnea  with  “successf ul  interven- 
tion,” (2)  deaths  following  apnea  where  compliance  has 
been  questionable,  and  (3)  death  in  spite  of  appropriate 
parental  response  to  monitor  alarms.  Without  data  on  all 
infants  monitored  (survivors  as  well  as  decedents),  these 
studies  are  inconclusive  and  potentially  misleading. 

The  ability  of  care  takers  to  consistently  determine  the 
true  nature  of  an  alarm  from  a home  monitor  is  questio- 
nable. This  poses  a problem  in  assissing  effectiveness. 
Some  studies  have  used  parental  reports  as  a means  of 
evaluation.  However,  one  study  reported  that  most 
alarms  reported  by  parents  as  truly  life-threatening  were 
not. 

Based  on  the  above,  what  recommendations  can  be  made  at 
present  regarding  the  circumstances  for  use  of  home  apnea 
monitoring  in  infancy? 

Experience  suggests  thatcardio-respiratory  monitoring 
is  effective  in  preventing  death  due  to  apnea  for  certain 
selected  infants  but  is  clearly  inappropriate  for  others. 
Eor  some  infants,  the  appropriateness  of  home  monitor- 
ing is  uncertain.  In  deciding  to  monitor  or  not  to  monitor, 
the  primary  objective  is  to  serve  the  best  interest  of  the 
infant  and  therefore  the  decision  should  primarily  be 
based  on  the  infant’s  history.  Eor  example,  has  the  infant 
had  recurrent,  severe  apnea?  Eor  all  groups,  it  should  be 
clearly  understood  that  monitoring  cannot  guarantee 
survival.  As  summarized  below,  monitoring  creates  its 
own  risks  for  infants. 

Cardiorespiratory  monitoring  or  an  alternative  therapy 
is  medically  indicated  for  certain  groups  of  infants  at  high 
risk  for  sudden  death. 

These  groups  include  infants  with  one  or  more  severe 
ALTE’s  requiring  mouth-to-mouth  resuscitation  or 
vigorous  stimulation,  symptomatic  preterm  infants, 
siblings  of  two  or  more  SIDS  victims,  and  infants  with 
certain  diseases  or  conditions  such  as  central  hypoventi- 
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lation.  Although  no  controlled  clinical  trials  have 
rigorously  proved  monitoring  to  be  effective  in  these 
groups,  evidence  indicates  that  these  infants  are  at  an 
extraordinarily  high  risk  for  dying  and  that  lives  can  be 
saved.  Alternative  or  ancillary  treatments  such  as 
methylxanthines  and/or  hospitalization  may  be  consi- 
dered for  specific  infants. 

Cardiorespiratory  monitoring  is  not  medically  indicated 
for  normal  infants. 

SIDS  occurs  at  a rate  of  approximately  2 per  1,000  live 
births  in  the  United  States.  For  the  normal  newborn,  the 
risks,  disadvantages,  and  costs  of  monitoring  outweigh 
the  possible  benefit  of  preventing  SIDS. 

Routine  monitoring  of  asymptomatic  preterm  infants,  as 
a group,  is  not  warranted. 

Individual  preterm  infants  such  as  those  with  certain 
residual  diseases  may  be  considered  for  monitoring. 

For  several  groups,  currently  available  evidence  on  the 
benefits  and  risks  of  monitoring  and  alternative  treatment 
is  inconclusive. 

These  groups  include  siblings  of  SIDS  infants,  infants 
with  less  severe  ALTE  episodes,  infants  with  tracheos- 
tomies, and  infants  of  opiate  -or  cocaine-  abusing 
mothers.  For  each  of  these  groups,  the  risk  of  death  is 
elevated  to  some  degree.  For  infants  in  this  category,  the 
decision  to  monitor  must  be  made  by  the  family  after  a 
full  discussion  with  the  physician  of  the  potential  benefits 
as  well  as  the  psychosocial  burdens.  The  decision  reached 
will  be  specific  to  the  infant,  and  there  are  no  hard  and 
fast  guidelines  that  will  apply  to  all  cases.  No  family  in 
this  category  should  be  made  to  feel  that  monitoring  is 
necessary. 

The  pneumogram  should  not  be  used  asa  screening  tool. 

Pneumograms  have  been  widely  used  as  screening  tests 
to  predict  SIDS  or  life-threatening  apnea  in  asympto- 
matic preterm  and  term  infants.  However,  no  prospective 
controlled  study  has  confirmed  that  these  12-to  24-hour 
recordings  of  heart  rate  and  thoracic  impedance  are  pre- 
dictive of  SIDS  or  life-threatening  apnea.  In  fact,  in  one 
study,  similar  cardiorespiratory  recordings  on  over  9,000 
infants  have  not  demonstrated  differences  between 
subsequent  SIDS  victims  and  surviving  infants.  In 
premature  infants,  SIDS  siblings,  or  ALTE  infants,  no 
studies  to  date  have  proved  that  the  pneumogram  has 
predictive  value  that  distinguishes  infants  who  will  survive 
from  those  who  will  die.  However,  pneumograms  occa- 
sionally may  be  helpful  in  clinical  management.  For 
instance,  pneumograms  may  be  used  to  distinguish  false 
from  true  apnea  monitor  alarms. 

Decisions  to  discontinue  home  monitoring  should  be 
'based  on  clinical  criteria. 

The  criteria  for  monitor  discontinuation  should  be 
based  on  the  infant’s  clinical  condition.  Clinical  expe- 
rience and  the  literature  support  monitor  discontinuation 
when  ALTE  infants  have  had  2 to  3 months  free  of 
significant  alarms  or  apnea  (vigorous  stimulation  or 
resuscitation  was  not  needed).  Additionally,  assessing  the 
infant’s  ability  to  tolerate  stress  (e.g.,  immunizations, 
illnesses)  during  this  time  is  advisable.  Requiring  one  or 


more  normal  pneumograms  before  discontinuing  the 
monitor  may  prolong  needlessly  the  monitoring  period. 

Decision  making  about  home  monitoring  is  a collabora- 
tive enterprise. 

When  a clinician  has  determined  that  clinical  indica- 
tions justify  the  use  of  a home  monitor,  the  clinician  must 
seek  the  cooperation  and  permission  of  the  parent  or 
guardian  of  the  infant  to  be  monitored.  Parents,  acting  as 
proxies  for  their  infant,  and  clinicians  should  attempt  to 
reach  a joint  decision  on  whether  home  monitoring 
should  be  undertaken.  The  physician  should  disclose  the 
available  information  on  alternative  treatments,  benefits, 
and  limitations  of  the  monitors.  Understanding  the 
impact  of  monitoring  on  the  family  should  be  a central 
consideration  in  the  decision.  The  literature  on  the  effects 
of  monitoring  in  families  has  serious  flaws,  but  it  suggests 
that  monitoring  can  be  both  a source  of  stress  and  a 
source  of  support  and  reassurance  for  parents.  Some  of  the 
stresses  parents  report  are  related  to  monitor  equipment 
problems,  isolation,  the  extra  demandsand  responsibility 
of  caring  for  a monitored  infant,  the  cost  of  monitoring, 
difficulty  in  finding  child  care,  sibling  rivalry,  depression, 
and  marital  strains.  Parents  also  report  that  home 
monitoring  can  be  reassuring  for  those  whose  infants  are 
judged  to  be  at  medical  risk. 

In  discussing  these  substantive  matters  with  parents,  a 
good  faith  effort  should  be  made  to  take  into  account  the 
values  and  the  social  and  economic  circumstances  of  the 
parents  insofar  as  they  are  relevant  to  the  alternative 
selected. 

The  possibility  of  economic  benefit  to  providers  should 
not  materially  affect  decisions  to  test  or  monitor  infants. 
Individuals  and  institutions  should  be  aware  of  potential 
financial  conflicts  of  interest  and  make  appropriate 
disclosures. 

Finally,  institutions  and  clinicians  might  find  it  useful 
to  relay  the  information  in  writing  after  the  discussion  of 
these  matters  to  ensure  understanding  of  and  consistency 
in  the  information  conveyed. 

Ordinarily,  parents  and  clinicians  will  agree  about  whether 
to  use  the  monitor.  However,  there  will  be  some  instances  of 
disagreement. 

When  the  clinician  concludes  that  cardiorespiratory 
monitoring  is  medically  indicated  and  the  parents 
disagree,  the  clinician  has  several  options.  The  clinician 
may  defer  to  parental  preferences,  continue  hospitaliza- 
tion, seek  suitable  assistance  and  support  to  facilitate 
monitoring,  and,  in  the  rare  case,  initiate  procedures  to 
remove  the  infant  from  the  home.  Such  decisions  should 
be  reached  on  a case-by-case  basis,  taking  into  account 
factors  specific  to  the  situation,  including  the  medical 
needs  of  the  infant,  the  home  environment,  and  the 
expectation  that,  on  balance,  a better  outcome  is  likely  in 
another  care-giving  environment. 

When  cardiorespiratory  monitoring  is  not  indicated 
(see  above),  clinicians  are  encouraged  not  to  prescribe 
monitors  when  they  are  requested  by  parents.  When 
evidence  on  the  benefits  and  risks  of  monitoring  or 
alternative  treatments  is  inconclusive  and  there  is 
disagreement,  the  decision  whether  to  use  a monitor 
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should  be  left  to  the  parents.  Deferring  to  parental  choice 
is  appropriate  because  the  parents  are  the  ones  who  have 
to  implement  the  decision  and  take  primary  responsibi- 
lity for  its  consequences. 

An  adequate  monitoring  support  system  encompasses 
medical,  technical,  psychosocial,  and  community  support 
services. 

This  coordinated,  multidisciplinary  approach  can 
include  hospital-based  monitoring  programs,  community 
based  physicians,  health  care  agencies,  durable  medical 
equipment  vendors,  local  public  health  and  social  service 
agencies,  and  peer  or  voluntary  support  groups.  In  the 
hospital,  the  support  system  includes;  (1)  an  informed 
consent  process;  (2)  an  assessment  of  the  family’s 
strengths,  weaknesses,  and  support  resources;  (3)  antici- 
patory guidance  to  help  prepare  the  family  for  the 
demands  of  home  monitoring;  (4)  a thorough  explanation 
of  monitor  operation,  trouble-shooting,  and  a written 
monitor  service  contract;  (5)  training  and  demonstrated 
proficiency  in  infant  CPR  and  resuscitation  methods; 
(6)  written  guidelines  on  home  monitoring;  and  (7)  dis- 
charge planning,  including  discussion  of  follow  up 
services  and  procedures  for  discontinuation.  After 
discharge,  formal  and  regular  follov,-  up  contact  with  the 
family  should  be  maintained.  Consultant  and  primary 
care  physicians  must  coordinate  their  activities.  There 
should  be  24-hour  availability  of  monitor  program 
support  staff  and  monitor  repair  or  replacement.  Access 
to  psychosocial  support  mechanisms,  including  commu- 
nity social  services  such  as  public  health  nurses  and  social 
workers,  peer  support,  and  respite  care,  should  be 
provided.  Extra  assistance  at  the  time  of  monitor 
terminatiqn  should  be  available. 

Effective  monitor  use  is  dependent  on  the  technical 
support  network  outside  the  home.  A formal  support 
system  for  users  includes  mechanisms  for  quality 
assurance,  maintenance  service  and  replacement,  and 
education  and  users  manuals  for  parents  and  physicians 
on  monitor  operation  and  maintenance.  In  addition, 
means  for  communication  about  machine  problems 
among  manufacturers,  parents,  physicians,  and  vendors 
are  essential  to  ensure  the  safety  of  the  apnea  monitor  in 
the  home.  It  is  important  to  emphasize  that  home 
monitoring  is  not  one  but  a cluster  of  interrelated 
services. 

What  further  research  is  needed  on  home  apnea  monitoring 
for  infants? 

There  should  be  definitive  prospective  studies  involving 
randomization  and  concurrent  control  populations  of 
issues  involved  in  home  monitoring  for  apnea.  Unless 
studies  are  conducted  soon,  we  may  lose  the  opportunity 
and  pay  a price  m unforeseen  and  untoward  outcomes. 

The  fact  that  controversy  exists  regarding  home  apnea 
monitoring  reflects  an  inadequate  fund  of  knowledge. 
This  was  constantly  brought  up  in  testimony  at  the 
conference  as  well  as  in  the  deliberations  of  the  panel. 

From  the  perspective  of  advancing  SIDS  research,  it  is 
important  to  focus  on  those  infants  dying  of  SIDS.  For 
clinicians,  however,  it  is  important  to  look  carefully  at  all 
of  these  infants  who  die  suddenly  and  unexpectedly  of 


any  cause  (e.g.,  from  aspiration  pneumonia,  upper 
airway  obstruction,  chronic  lung  disease).  Many  such 
deaths  are  potentially  preventable,  although  they  should 
not  be  called  SIDS. 

Sudden  death,  including  SIDS,  is  a major  part  of  all 
postneonatal  infant  deaths.  Furthermore,  there  may  be 
multiple  causes  of  SIDS.  Therefore,  the  panel  makes  the 
following  general  recommendation: 

• All  sudden  death  in  infants,  not  only  sudden  infant 
death  syndrome,  should  receive  high  priority  in 
future  research  initiatives. 

The  hypothesis  that  apnea  is  the  major  cause  of  sudden 
death  has  not  been  substantiated,  yet  many  clinical  and 
research  efforts  are  proceeding  with  acceptance  of  this 
hypothesis. 

These  efforts  should  proceed  with  the  realization  that 
causality  is  unclear.  In  addition: 

• The  apnea  hypothesis  should  be  further  tested. 

• Causal  hypotheses  for  SIDS  other  than  apnea  should 
receive  more  attention. 

Research  related  to  five  substantive  areas  considered 
by  the  panel  might  include  the  following: 

Apnea 

• A prospective  controlled  study  of  the  use  of  monitor- 
ing in  specific  populations  that  may  be  at  risk, 
including  infants  with  apnea  of  prematurity,  apnea 
of  infancy,  and  other  conditions  such  as  broncho- 
pulmonary dysplasia  and  maternal  exposure  to 
drugs,  is  indicated.  The  following  questions  should 
be  addressed: 

— Are  there  clinical  markers  for  infants  at  high  risk  for 
ALTE  and  sudden  death  (including  SIDS)? 

— Will  monitoring  reduce  the  incidence  of  mortality  in 
these  infants? 

— Will  monitoring  influence  morbidity  of  these  infants? 

— Are  there  adverse  consequences  of  monitoring? 

Continued  efforts  to  elucidate  basic  pathophysiology  of 
apnea  of  prematurity  and  apnea  of  infancy  are 
important. 

Identification  of  risk  assessment  methods  and  pharmaco- 
logic treatments  and  their  use  in  conjunction  with 
monitors  should  be  pursued. 

Monitoring:  Technical 

• New  methods  of  sensing  infant  breathing  need  to  be 
developed  and  evaluated.  Particular  attention  needs 
to  be  paid  to  nonimpedance  types  of  sensors  that  are 
suitable  for  home  use,  the  simultaneous  recording  of 
several  sensors,  and  signal  processing  that  makes 
apnea  detection  more  efficacious. 

• The  use  of  heart  rate  monitors  needs  further 
investigation.  Studies  must  be  designed  to  determine 
if  heart  rate  monitors  are  adequate  for  detecting  and 
alarming  on  life-threatening  events. 

• The  use  of  pulse  oximetry  for  infant  apnea 
monitoring  needs  further  investigation.  Reliable, less 
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expensive  instrumentation  appropriate  for  home  use 
should  be  developed,  and  the  usefulness  of  this 
measurement  for  hypoxemia  detection  needs  to  be 
determined.  The  use  of  hard  copy  recording  of  this 
variable  along  with  respiration  and  heart  rate  must 
also  be  evaluated. 

• Infant  monitors,  no  matter  what  type,  need  to  be 
more  reliable.  Monitors  with  improved  self-testing 
algorithms  must  be  developed,  and  standards  and 
methods  of  signal  simulation  and  testing  must  be 
established.  Studies  that  determine  the  optimal 
means  of  quality  assurance,  trouble-shooting,  and 
service  (i.e.,  support)  for  home  apnea  monitors  are 
needed. 

Monitoring:  Psychosocial 

• Research  to  identify  the  psychosocial  characteristics 
and  apnea  program  operational  procedures  that  help 
families  adapt,  cope  with,  and  use  home  monitors 
effectively  needs  to  be  undertaken. 

• Short-and  long-term  effects  of  monitoring  on 
infants,  parents,  siblings,  parent-child  interactions, 
and  families  should  be  investigated. 

• The  hypothesis  of  a relationship  between  monitoring 
and  child  abuse  needs  further  study. 

• Studies  to  establish  the  rates,  causes,  and  consequences 
of  noncompliance  and  premature  termination  of 
monitoring  should  receive  high  priority. 

• Research  to  identify  factors  related  to  and  interven- 
tions promoting  the  ability  of  families  to  terminate 
monitoring  would  be  of  benefit. 

Apnea  Program:  Health  Services 

• Identification  of  ways  of  assuring  access  to  assess- 
ment, monitoring,  and  coordinated  medical,  technical, 
psychosocial,  and  community  support  services  for 
infants  at  risk  should  be  a priority  of  regional,  state, 
and  Federal  authorities. 

• Development  and  coordination  of  appropriate 
regional  patterns  of  care,  including  the  identification 
of  the  role  of  the  referral  center,  community  hospital, 
primary  care  physician,  community  agencies,  and 
informal  supports,  should  be  pursued  further. 

• The  components,  organizations,  and  relative  value  of 
community  supports  that  are  necessary  to  minimize 
family  stress  and  promote  effective  monitoring 
should  be  better  delineated. 

Sudden  Death,  Including  SIDS 

• Comparative  epidemiologic  studies  of  apnea  of 
infancy,  ALTE,  and  sudden  death  should  receive 
high  priority. 

• New  and  improved  technologies  or  markers  with 
predictive  value  for  prospective  identification  of 
infants  destined  to  develop  ALTE  (including  apnea 
of  infancy)  and  SIDS  need  to  be  identified. 

• The  possibility  that  tissue  specimens  can  be  utilized 
to  identify  subsets  of  the  SIDS  group  and  that  a 
national  SIDS  tissue  bank  would  be  worthwhile 
should  be  evaluated. 


• The  possibility  that  methodologies  such  as  intense 
psychosocial  support  and  other  interventions  might 
be  more  effective  than  monitoring  in  mortality 
prevention  needs  further  study. 

Conclusion 

This  statement  summarizes  a consensus  process 
devoted  to  questions  focusing  on  infantile  apnea  and 
home  monitoring.  The  level  of  concern  is  high,  the  need 
for  definition  and  knowledge  helpful  to  the  clinician  is 
evident,  and  the  overall  fund  of  knowledge  is  inadequate. 

The  relation  of  neonatal  and  infant  apnea  is  that  of  two 
apparently  separate  problems,  each  with  an  unclear 
relationship  to  mortality  and  morbidity  in  infancy. 
Presently  available  devices  appear  to  be  safe,  but  their 
efficacy  needs  additional  study,  and  technology  needs  to 
be  advanced.  Beneficial  and  adverse  effects  of  monitoring 
are  evident  but  need  further  study.  The  need  for  adequate 
support  systems  is  apparent.  The  effectiveness  of  home 
monitoring  in  reducing  infant  mortality  and  morbidity  is 
not  yet  established.  Additional  studies  need  to  be  done.  A 
recommendation  to  monitor  selected  high-risk  infants  is 
made.  Routine  monitoring  or  screening  of  normal  term 
or  preterm  infants  is  not  recommended.  There  are  certain 
patients  for  whom  evidence  is  inconclusive  and  decisions 
will  have  to  be  individualized.  Recommendations  for 
future  research  of  a general  and  specific  nature  are  made. 


Members  of  the  Consensus  Development  Panel  Were: 

George  A.  Little,  M.D. 

Panel  Chairman 

Professor  and  Chairman 

Department  of  Maternal  and  Child  Health 

Dartmouth-Hitchcock  Medical  Center 

Hanover,  New  Hampshire 

Roberta  A.  Ballard,  M.D. 

Director 

Maternal  and  Child  Health  Services 
Mount  Zion  Hospital  and  Medical  Center 
Adjunct  Associate  Professor  of  Pediatrics 
University  of  California  at  San  Francisco 
San  Francisco,  California 

John  G.  Brooks,  M.D. 

Associate  Professor  of  Pediatrics 
University  of  Rochester 
School  of  Medicine  and  Dentistry 
Rochester,  New  York 

Robert  T.  Brouillette,  M.D. 

Associate  Professor  of  Pediatrics 
Northwestern  University  Medical  School 
Associate  Director 
Sleep  Laboratory 
Attending  Neonatologist 
Children’s  Memorial  Hospital 
Chicago,  Illinois 


473 


Bol.  Asoc.  Med.  P.  Rico  - Noviembre  I9H7 


Infantile  Apnea  and  Home  Monitoring 


Larry  Culpepper,  M.D. 

Associate  Professor  of  Family  Medicine 
Brown  University 

The  Memorial  Hospital  of  Rhode  Island 
Pawtucket,  Rhode  Island 

Herman  B.  Gray,  Jr.,  M.D. 

Medical  Director 
Apnea  Identification  Program 
Wayne  County  SIDS  Center 
Children’s  Hospital  of  Michigan 
Detroit,  Michigan 

Patricia  King,  J.D. 

Associate  Professor 
Georgetown  University  Law  Center 
Washington,  D.C. 

Marvin  O.  Kolb,  M.D.,  F.A.A.P. 
Department  of  Pediatrics 
Fargo  Clinic,  Ltd. 

Fargo,  North  Dakota 

Ann  Neale,  Ph.D. 

Vice  President 

Bon  Secours  Health  System 

Columbia,  Maryland 

Michael  R.  Neuman,  M.D.,  Ph.D. 
Associate  Professor  of  Biomedical 
Engineering  in  Reproductive  Biology 
Case  Western  Reserve  University 
Cleveland,  Ohio 

Donald  R.  Peterson,  M.D.,  M.P.H. 
Professor  Emeritus 
University  of  Washington 
Seattle,  Washington 


Stuart  O.  Schweitzer,  Ph.D. 

Professor 

University  of  California  at  Los  Angeles 
School  of  Public  Health 
Los  Angeles,  California 

Heather  Weiss,  Ed.D. 

Director 

Harvard  Family  Research  Project 
Harvard  University  Graduate 
School  of  Education 
Cambridge,  Massachusetts 

The  conference  was  sponsored  by: 

National  Institute  of  Child  Health 
and  Human  Development 
Duane  Alexander,  M.D. 

Director 

National  Heart,  Lung,  and  Blood 
Institute 

Claude  Lenfant,  M.D. 

Director 

Division  of  Maternal  and  Child  Health, 

Health  Resources  and  Services 

Administration 

Vince  Hutchins,  M.D. 

Director 

Food  and  Drug  Administration 
Frank  E.  Young,  M.D. 

Commissioner 

NIH  Office  of  Medical  Applications  of  Research 
Itzhak  Jacoby,  Ph.D. 

Acting  Director 


How  you  live 
may  save  your  life 


You  may  find  it  surprising  that  up  to  60%  of  all  cancers 
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The  battle  isn’t  over  but  we  are  winning. 

Please  support  the  American  Cancer  Society. 


AMERICAN 

^CANCER 

fsoaETY* 


474 


INTERNATIONAL  ASSOCIATION 
FOR  ADOLESCENT  HEALTH 

PUERTO  RICO  CHAPTER 


During  the  Fourth  International  Symposium  on  Adolescent  Health  held  in  Sydney 
Australia,  the  International  Association  for  Adolescent  Health  was  created.  The 
members  of  this  organization  are  committed  to  the  enhancement  of  adolescent  health 
promotion  and  the  provision  of  high  quality  health  care  for  adolescents  in  all  regions  of 
the  world.  The  Association,  was  formed  to  promote  a new  sense  of  partnership  between 
adolescents  and  the  many  different  professions  and  organizations  interested  in  their 
welfare  with  the  commitment  to  maintain  and  expand  its  international  and  its 
multidisciplinary  character. 

Puerto  Rico  was  elected  as  the  country  responsible  to  organize  the  Caribbean  and 
Central  America  chapter  of  the  Association. 

In  our  interest  to  create  a mailing  list,  we  call  your  attention  to  write  to  us  and  join  the 
Association  in  order  to  start  as  soon  as  possible  with  this  challenging  and  interesting 
assignment.  We  encourage  our  colleagues  to  join  this  growing  network  of  people 
interested  in  promoting  the  welfare  and  health  care  of  young  people. 

To  join  the  Association,  please  fill  the  enclosed  application  form  with  a $10.00  check 
or  money  order  payable  to  the  International  Association  for  Adolescent  Health.  Please 
mail  to  the  following  address: 


Luis  F.  Olmedo,  MD,  FAAP 

Member,  Executive  Committe 
Box  2579 

Bayamón,  PR  00619 
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SPECIAL  ARTICLES 


.^1  Hospitalización  Psiquiátrica  o Uso 
' . Ambiente  Social  Estructurado 


José  A.  Núftez-López,  MD 


La  psiquiatría  es  la  rama  de  la  medicina  que  atiende 
las  condiciones  en  las  cuales  actúan  como  factores 
predisponentes,  precipitantes  y perpetuantes  en  interac- 
ción dinámica.  Los  componentes  biológicos,  psicológicos 
y sociales  que  continuamente  determinan  el  nivel  de  salud 
de  las  personas.  Es  la  práctica  clínica  quizás  más 
compleja  de  la  medicina.  Requiere  una  evaluación  cons- 
tante de  factores  sociales,  psicológicos  y biológicos 
interactuando  dinámicamente  sobre  la  pesona,  la  cual  a 
la  vez  es  parte  íntegra  de  múltiples  sistemas  sociales  que 
afectan  y son  afectados  por  la  condición  del  paciente.  Es 
quizás  más  arte  que  ciencia  al  compararse  con  la  práctica 
de  las  otras  especialidades.  Las  alternativas  de  trata- 
miento de  estas  condiciones  requieren  el  que  se  vea  la 
persona  afectada  como  parte  de  unos  sistemas  sociales. 
Requiere  que  aceptemos  hay  fuerzas  psicológicas  y 
biológicas  que  determinarán  todo  el  tiempo  en  forma 
dinámica  y flexible  el  nivel  de  estructura  social*  necesario 
para  la  restauración  de  la  interacción  sana  entre  dichas 
personas  y los  otros  sistemas  que  le  rodean.  En  otras 
palabras,  es  mucho  más  difícil  en  psiquiatría  limitarse  a 
las  opciones  de  ambulatorio  y hospitalizado  como  las 
alternativas  del  locus  social  en  el  cual  se  implementan  las 
medidas  terapéuticas  para  el  manejo  de  la  condición  de 
los  pacientes.  Podemos  concluir  que  la  pregunta  no  es  ¿Se 
requiere  o no  hospitalización?,  y sí,  ¿Cuánta  estructura 
social  es  necesario  que  le  ofrezcamos,  hoy,  aquí  a esta 
persona  para  tratar  de  que  logre  su  equilibrio  psicológico 
y social  lo  antes  posible.  Es  importante  que  nos  coloque- 
mos en  este  nuevo  ámbito,  que  analicemos  el  problema 
desde  esta  perspectiva.  Una  que  considera  la  estructura 
social  de  por  sí  como  una  herramienta  terapéutica  que 
puede  afectar  directamente  la  condición  del  paciente. 
Recordemos  que  en  las  condiciones  primordialmente 
físicas  el  hospital  es  más  bien  un  ambiente  que  facilita  el 
que  se  introduzcan  otras  medidas  terapéuticas  que  son  las 
que  atacarán  al  invasor,  facilitarán  la  reparación  del 
cuerpo  o evitarán  otras  complicaciones  al  permitir  el 
establecimiento  de  medidas  heróicas  en  momentos  de 
emergencia. 

Repito,  la  pregunta  no  es  ¿cuántas  camas  psiquiátricas 
necesitamos  en  el  área  de  servicio?,  y sí  es,  ¿en  una 
población  en  particular,  cuál  es  el  sistema  de  servicios  que 
debemos  ofrecer  que  al  brindar  una  gama  amplia  de 
niveles  de  estructura  social  variables  en  forma  dinámica  y 
continua  permita  ofrecer  la  ayuda  al  paciente,  sin  que  la 
misma  estructura  social  se  convierta  en  una  fuerza 
regresiva  que  impida  la  rehabilitación  eventual  del 
paciente. 


* Estructura  Social-Ambiente  social  estructurado  en  el  cual  se  ofrecen 
las  medidas  terapéuticas. 


Esta  es  una  pregunta  que  podríamos  contestarla 
comenzando  haciéndonos  otras.  Ejemplo,  ¿cuántas  son 
las  razones  hoy  en  día  que  determinan  el  nivel  de  estruc- 
tura social  que  tenemos  que  ofrecerle  a la  clientela  a la 
cual  de  damos  servicio?,  ¿cuál  es  la  clientela  que  más 
comúnmente  necesita  niveles  variables  de  estructuras 
social?  Es  claro  que  se  requerirán  niveles  de  estructura 
social  más  restrictivos,  más  restringidos  y quizás  por  más 
horas  o días  para  aquella  clientela  que  sufre  de  condicio- 
nes que  le  impide  su  evaluación  realista  del  ambiente  que 
lo  rodea  y que  sufre  de  pérdida  de  control  de  su  conducta 
social.  Sí  sabemos  que  usualmente  no  pasa  del  2%  de  la 
población  las  personas  que  desarrollan  condiciones 
psiquiátricas  que  requieren  controles  sociales  más 
estructurados  y sabemos  que  solamente  una  fracción  de 
esta  clientela  va  a requerir  niveles  más  estructurados  de 
control  social  a través  de  toda  su  enfermedad.  Y aún  más, 
sabemos  que  si  diseñamos  un  sistema  de  servicios  en  el 
que  se  interrrelacionen  dinámica  y continuamente  las 
alternativas  de  estructuras  social  y éstas  se  ofrezcan  en 
una  forma  accesible  y flexible  terminaremos  contestán- 
donos que  la  necesidad  de  control  social  por  24  horas 
continuadas  y por  más  de  varios  días  va  a ser  muy  por 
debajo  de  la  experiencia  que  hemos  tenido  hasta  ahora. 

Una  vez  identificado  la  clientela  potencial  nos 
debemos  preguntar,  ¿qué  características  de  esa  clientela 
van  a determinar  la  necesidad  de  estructura  social?  Una 
importante  es  el  tiempo  de  desarrollo  de  la  condición. 
Sabemos  que  si  identificamos  en  forma  temprana  a la 
persona  que  sufre  de  esquizofrenia  o de  un  episodio 
depresivo  mayor  se  aumentan  las  posibilidades  que 
podamos  ofrecer  tratamiento  en  un  ambiente  que 
requiere  un  mínimo  de  estructura  social.  La  intervención 
temprana  nos  permite  limitarnos  al  uso  del  sistema 
familiar,  psicofármacos,  educación  a la  familia,  sostén  y 
apoyo  a los  mismos,  durante  la  crisis  aguda. ‘ Para 
fomentar  la  identificación  temprana  de  estas  condiciones 
se  require  que  seamos  más  entusiastas  y más  efectivos  en 
llevarle  educación  continua  a los  médicos  primarios  que 
trabajan  en  los  centros  de  salud  y a nivel  privado.  Estos 
médicos  en  muchas  ocasiones  son  los  primeros  que  se 
ponen  en  contacto  con  esta  clientela.^ 

Un  segundo  factor  a considerar  que  determinaría  el 
nivel  de  estructura  social  necesario  para  la  clientela 
especial  es  la  accesibilidad  de  los  servicios.  Sabemos  que 
mientras  más  lejos  esté  el  sistema  de  servicios  del  paciente 
que  lo  necesita,  más  tarde  le  llegará  la  ayuda,  más  compli- 
caciones van  a haber  en  el  ambiente  social  que  le  rodea  y 
con  más  frecuencia  se  va  a decidir  que  requieren 
tratamiento  psiquiátrico  de  24  horas  en  forma  continua. 
Es  importante  el  que  los  centros  de  salud  de  Puerto  Rico 
cuenten  con  consultorías  psiquiátricas  y que  establez- 
camos los  centros  de  salud  mental  a través  de  las  áreas 
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que  aún  no  se  han  podido  desarrollar  en  Puerto  Rico. 
Igualmente  es  importante  que  acerquemos  los  recursos 
dando  responsabilidad  a nivel  local  y envolviendo  los 
municipios  en  dicho  proceso. 

Un  factor  adicional,  es  la  gama  de  alternativas  de 
estructura  social  que  se  le  ofrezcan  al  paciente.  Mientras 
más  alternativas  ofrezcamos,  menos  vamos  a requerir  de 
exposición  a estructura  social  continua  por  24  horas.  En 
Puerto  Rico  hemos  visto  el  impacto  que  tiene  en  la  tasa  de 
hospitalización  continua  a los  clientes  de  una  población 
en  particular  si  le  ofrecen  servicios  diurnos  a nivel  local. ^ 
Las  implicaciones  en  política  pública  de  este  hallazgo  es 
que  temprano  en  el  desarrollo  de  un  centro  de  salud 
mental  de  una  comunidad  y junto  a los  servicios  ambula- 
torios debe  ofrecerse  las  alternativas  de  observación, 
estadía  corta  de  24  horas  y diurno  antes  de  comenzar  a 
ofrecer  hospitalización  psiquiátrica  a nivel  local. 

Uno  de  los  factores  que  más  determina  la  necesidad  de 
estructura  social  es  la  falta  de  recursos  familiares.  Todos 
tenemos  experiencias  frecuentes  de  pacientes  que 
tenemos  que  referir  a un  ambiente  social  estructurado  de 
24  horas  al  día  por  tiempo  indefinido  debido  a que  éstos 
no  cuentan  con  recursos  familiares  que  puedan  darle 
apoyo  y el  control  necesario  para  que  puedan  mantenerse 
en  comunidad.  Es  necesario  ampliar  y flexibilizarla  utili- 
zación de  hogares  sustitutos.  Se  debe  combinar  el  uso  de 
hogares  sustitutos  con  las  facilidades  de  diurnos,  hogares 
de  fines  de  semana,  inclusive,  hogares  para  observación 
de  24  horas  a 48  horas. 

La  coordinación  con  otras  agencias  de  Servicios 
Humanos  que  manejan  clientela  común  es  esencial  para 
ofrecer  alternativas  de  un  mínimo  de  restricción  social. 
La  coordinación  interagencial  debe,  tiene  que  ser  en 
forma  estructurada,  oficial  y a niveles  altos  de  autoridad 
institucional  para  que  la  misma  puede  luego  desarrollarse 
efectivamente  a nivel  local.  La  oferta  de  servicios 
interagenciales  puede  suplir  el  apoyo  necesario  en 
situaciones  críticas  de  corta  duración,  para  evitar 
alternativas  de  alto  control  y costo  social.  Ejemplo,  los 
apoyos  de  emergencia  de  servicios  sociales,  los  tribunales. 
Departamento  de  Servicios  Contra  la  Adicción  y otros. 
El  conseguir  en  forma  urgente  que  una  persona  pueda 
acompañar  un  cliente  nuestro  durante  un  fin  de  semana 
es  fundamental  para  evitar  que  el  mismo  requiera  ser 
referido  a alternativas  de  más  estructura  social,  como  lo 
son  observación  o la  sala  diurna. 

La  disponibilidad  de  recursos  humanos  bien  adiestra- 
dos y especializados  para  ayudar  a una  clientela  especial 
es  esencial  para  que  se  pueda  ofrecer  una  gama  de  alter- 
nativas de  estructuras  social  en  forma  flexible,  dinámica  y 
continuada.  En  la  formación  y el  desarrollo  de  estos 
recursos  debería  evitarse  adiestrar  personas  en  forma 
exclusiva  y única  en  el  manejar  pacientes  que  requieren 
ambiente  social  estructurado  de  24  horas  por  tiempo 
indefinido.  Tenemos  que  incorporar  los  principios,  los 
enfoques  biopsicosociales  en  el  adiestramiento  de 
equipos  terapéuticos  flexibles,  dinámicos  y que  no  se 
identifiquen  exlusivamente  con  una  sola  alternativa  de 
estructura  social.  A niveles  primarios  de  salud  es  funda- 
mental que  todos  los  médicos  primarios  reciban  adiestra- 
miento, en  identificación  temprana  de  condiciones  que 
puedan  requerir  el  uso  de  ambiente  social  estructurado 


eventualmente.  Igualmente  deben  aprender  a utilizar  la 
consultoría  psiquiátrica  en  el  momento  preciso.  Esta  es 
una  de  las  razones  por  la  cual  los  centros  de  salud  mental 
deben  establecer  unos  lazos  estrechos  con  los  centros  de 
diagnóstico  y tratamiento  de  esas  comunidades. 

Hemos  analizado  algunas  de  las  razones  que  deter- 
minan la  necesidad  de  ofrecer  ambiente  social  estruc- 
turado en  la  clientela  que  atendemos  y hemos  mencionado 
algunas  implicaciones  de  política  pública  en  las  siguientes 
áreas: 

1.  Se  debe  considerar  seriamente  la  descentralización 
de  los  hospitales  psiquiátricos  con  que  contamos  en 
Puerto  Rico  y evitar  el  desarrollar  nuevos  hospitales 
psiquiátricos  siguiendo  el  modelo  de  los  existentes. 
En  el  proceso  de  descentralización  se  debe  estudiar  la 
clientela  por  las  áreas  de  servicio  que  le  correspon- 
derían y determinar  el  nivel  de  estructura  social  que 
necesitarán  si  se  refiriesen  a sus  comunidades  corres- 
pondientes. 

2.  En  el  proceso  de  descentralización  de  aquellas 
instituciones  que  funcionan  relativamente  aisladas 
de  los  sistemas  de  servicios  de  salud  de  las  comuni- 
dades se  debe  descentralizare!  presupuesto  junto  a la 
clientela  y la  responsabilidad  debe  localizarse  a nivel 
local. 

3.  Se  debe  tratar  de  envolver  las  administraciones 
locales,  municipales  en  la  responsabilidad  de  salud 
mental.  Es  tiempo  ya  que  se  reconozca  que  los  muni- 
cipios según  intervienen  en  salud  fisica  tendrán  que 
comenzar  a invertir  en  ofrecer  servicios  de  salud 
mental. 

4.  Se  debe  utilizar  presupuesto  para  fomentar  y esti- 
mular el  sector  privado  en  el  establecimiento  de 
alternativas  comunitarias  de  relativo  poca  estructura 
social  a la  clientela  que  actualmente  está  siendo 
manejada  en  instituciones  que  ofrecen  cuidado 
hospitalario  de  24  horas  por  tiempo  indefinido. 

5.  Se  deben  asignar  nuevos  recursos  a hogares  susti- 
tutos e integrar  los  mismos  a las  otras  alternativas 
que  ofrecen  los  centros  de  salud  mental  a una 
clientela  común.  Se  deben  fomentar  la  organización 
de  talleres  protegidos  y la  combinación  de  la  alterna- 
tiva de  hogares  sustitutos  con  industriales  locales. 

6.  Se  deben  considerar  la  posibilidad  de  reorganizar 
administrativamente  los  servicios  de  los  centros  de 
salud  mental  hacia  un  modelo  funcional  que  siga  las 
necesidades  de  las  clientelas  particulares.  Ejemplo, 
proponemos  que  se  considere  la  organización 
funcional  de  los  centros  de  salud  mental  por  equipos 
interdisciplinarios  respondiendo  a una  clientela 
particular.  Básicamente  tendríamos  dos  tipos  de 
servicios:  los  indirectos  y los  directos.  Bajos  los 
indirectos  tendríamos  un  equipo  interdisciplinario 
para  ese  cliente  particular  que  se  llama  la  comunidad. 
Bajo  esto  tendríamos  los  servicios  de  educación, 
consultoría  interagencial  y organizción  de  comunidad. 
En  los  servicios  directos  tendríamos  dos  equipos: 
uno,  el  equipo  interdisciplinario  para  clientes  con 
difunciones  psicosociales  que  tendría  los  pacientes 
con  problemas  de  ansiedad,  fobia,  problemas  de 
conducta  o trastornos  temporeros.  El  segundo 
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Organización  Funcional  de  Centros  de  Salud  Mental 
Equipos  Interdisciplinarios  Respondiendo  a Clientela  Particular 


Servicios  Indirectos  Servicios  Directos 


A.  Equipo  interdisdplinario  para  clientes. 
La  comunidad. 

Servicios: 

1.  Educación 

2.  Consultoría 

3.  Organización  de  comunidad 


B.  Equipo  interdisciplinario  para  clientes 
con  disfunciones  psicosociales.* 

Trastornos  de  ansiedad  Fobia 
Problemas  de  conducta 
Desajustes  temporeros 

Servicios  en  centros,  hogar  y/o 
comunidad. 

I.  Personales  Directos  Generales 

1.  Entrevistas  individuales  y/o 
en  grupos. 

2.  Farmacoterapia. 

3.  Evaluación  física. 

II.  Personales  Directos  Específicos 

1.  Rehabilitación  vocacional. 

2.  Terapia  ocupacional. 


C.  Equipo  interdisciplinario  para  clientes 
con  disfunciones  biosociales.** 

Psicóticos,  deficientes,  orgánicos 
generales,  demencia  degenerativa, 
alcohólicos,  adictos. 

Servicios  en  centros,  hogar  y/o 
comunidad. 

I,  II,  III  ofrecidos  a clientes  con  dis- 
funciones psicosociales. 

IV.  Servicios  personales  en  ambiente 
social  estructurado  para  manejo 
de  crisis. 

1.  Observación  de  1-24  horas. 

2.  Estadía  diurna. 

3.  Estadía  nocturna. 

4.  Estadía  fin  de  semana. 

V.  Servicios  personales  en  ambiente 
social  estructurado  para  rehabi- 
litación social  y/o  ocupacional. 

1.  Taller  protegido. 

2.  Hogar  sustituto. 

3.  Hospedaje  especial. 

4.  Educación  especial. 

5.  Grupo  de  ayuda  mutua. 


III.  Personales  Indirectos 

1.  A través  de  otras  agencias. 

2.  Através  de  familiares. 


*Disfunción  psicosocial.  Predominan  como  agente  causal  los  factores  psicológicos  y sociales. 
**Disfunsión  biosocial.  Predominan  como  agente  causal  los  factores  biológicos  y sociales. 


equipo  interdisciplinario  para  clientes  con  disfunsión 
biosocial  que  están  más  determinados  por  factores 
biológicos  y sociales  como  los  psicóticos,  deficientes, 
orgánicos  generales,  demencias  degenerativas,  alcohó- 
licos, adictos,  etc.  Véase  la  Tabla  No.  1. 

En  resumen,  la  pregunta  no  es  el  número  de  camas  y sí 
el  nivel  de  estructuras  social  requerido  para  la  atención 
adecuada  de  los  clientes. 

El  contestar  esta  pregunta  requiere  que  se  tomen  unas 
decisiones  a nivel  de  política  pública  y la  reorganización 
de  los  centros  de  salud  mental  de  Puerto  Rico.  La  política 
pública,  así  como  la  organización  de  los  centros  deberán 
siempre  responder  a los  principios  fundamentales  que 
guían  la  atención  de  los  pacientes  con  problemas 
biopsicosociales  que  obviamente  requiren  una  atención 
distinta,  mucho  más  intensa  yu  flexible  que  la  clientela  de 
medicina  física. 

El  reto  está  planteado  hace  años.  Las  preguntas  a 
contestar  no  han  cambiado.  Las  respuestas,  hace  tiempo 
las  conocemos.  Se  debe  trabajar  en  conjunto  para  reducir 
las  fuerzas  que  nos  impiden  hacer  lo  que  nuestros 
pacientes  necesitan:  ofrecerles  servicios  accesibles  y flexi- 
bles, a tono  con  sus  necesidades  y que  incorporen  la 
familia,  la  comunidad  y el  gobierno  local. 
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NEW  ADVANCES  IN  PEDIATRIC  ALLERGY  AND  IMMUNOLOGY 


8:00  - 

8:30  A.M. 

Registration 

8:25  - 

8:30  A.M. 

Welcome 

8:30  - 

9:15  A.M. 

The  Red  Eye 

Louis  Groden,  M.D. 

9:50  - 

10:05  A.M. 

Early  Recognition  of  the 

Child  with  Immunodeficiency 
Sami  Bahna,  M.D. 

10:05  - 

10:20  A.M. 

Coffee  Break 

10:20  - 

11:05  A.M. 

B2  Adrenergic  Drugs 

Miles  Weinberger,  M.D. 

11:05  - 

11:55  A.M. 

The  Later  Asthmatic  Response 
Peter  Créticos,  M.D. 

12:00  - 

2:00  P.M. 

Luncheon  Sponsored  by 

Mead  Johnson  Co. 

2:00  - 

2:45  P.M. 

Management  of  Ocular 

Allergic  Diseases 

Louis  Groden,  M.D. 

2:45  - 

3:30  P.M. 

The  Dilemma  of  Diagnosis 
and  Treatment  of  Urticaria 
Sami  Bahna,  M.D. 

3:30  - 

3:45  P.M. 

Coffee  Break 

3:45  - 

4:30  P.M. 

Theophylline  Review 

Miles  Weinberger,  M.D. 

4:30  - 

5:15  P.M. 

Management  of  Chronic 
Bronchial  Asthma  in  Children 

Peter  Créticos,  M.D. 

5:15  - 

6:15  P.M. 

Cocktail 

In  Association  with  The  Section  of  Allergy  and  Immunology,  P.R. 
Medical  Association  and  The  San  Juan  City  Hospital  this  Seminar 
will  be  held  at  the  Hilton  Hotel,  San  Juan  on 
November  29,  1987  - Sunday 

Reg.  Fees  - $40.00 
Contact  - Norma  L.  Pérez 

Asociación  Médica  P.R. 

Box  9387 

Santurce,  P.R.  00908 
Tel.  721-6969 


8 Hrs.  Credit  C.M.E. 

by  P.R.  Medical  Association  - Cat.  I 


M€DICfiL  fispeas 

OF  NUTRITION 


Dietary  Cholesterol  Recommendations 

for  Children* 

Alvin  M.  Mauer,  MD** 


The  role  of  diet  in  the  pathogenesis  of  atherosclerosis 
has  been  the  subject  of  considerable  study  and  dis- 
cussion. In  an  attempt  to  resolve  some  of  the  controver- 
sies and  to  bring  together  available  information  bearing 
on  this  topic,  a Consensus  Development  Panel  was 
sponsored  by  the  National  Institutes  of  Health.  In  its 
findings  published  in  1985,'  the  panel  concluded  tht  since 
sufficient  evidence  of  several  types  linked  dietar>-  fat  and 
cholesterol  to  the  risk  of  atherosclerosis,  dietary  recom- 
mendations could  be  made  which  apply  to  all  people  over 
the  age  of  two.  These  recommendations  include  limiting 
fat  intake  to  30%  of  total  calories  with  10%  or  less  from 
saturated  fat,  10%  from  monounsaturated  fat  and  less 
than  10%  from  polyunsaturated  fat.  Total  daily 
cholesterol  intake  was  recommended  to  be  100  mg/1000 
calories  and  not  to  exceed  300  mg  as  a daily  total.  These 
proposals  have  not  met  with  universal  acceptance, 
particularly  for  application  to  such  specific  groups  as 
children.^  ^ In  this  paper,  recently  published  information 
bearing  on  the  specifics  of  these  recommendations  will  be 
assessed  with  particular  emphasis  on  their  applicability 
to  children  and  adolescents. 

.\dult  Dietary  Recommendations 

Information  from  a variety  of  sources  was  used  by  the 
Consensus  Panel  in  developing  recommendations  for 
modification  of  the  typical  American  diet.  A major 
contribution  came  from  the  results  of  a study  in  middle- 
aged,  hypercholesterolemic  men  in  which  a reduction  in 
the  incidence  of  coronary  artery  disease  was  observed 
when  serum  cholesterol  was  lowered  by  both  diet  and 
drug  administra tion."*’  ^ The  applicability  of  these  results 
in  forming  dietary  recommendations  for  all  adults 


* Contemporary  Sutrition.  Vol.  12.  No.  5.  1987.  Reprinted  with 
permission  from  General  Mills.  Inc.  Minneapolis.  Minnesota. 

**Departments  of  Medicine  and  Pediatrics.  The  University  of 
Tennessee.  .Memphis  Room  H3I6  Coleman  Budding.  956  Court  Avenue. 
.Memphis.  T.N  38163 


continues  to  be  under  discussion.^*  ’ Specifically,  if  is 
suggested  that  lowering  serum  cholesterol  in  people  at 
low  risk  for  coronary  artery  disease  may  make  a minimal 
contribution  to  life  expectancy,  probably  far  less  than 
would  be  achieved  by  smoking  cessation  or  control  of 
hypertension.*  Recent  studies  have  also  indicated  that  for 
the  majority  of  the  population  diets  exceeding  recom- 
mended cholesterol  limitation  of  300  mg  do  not  result  in 
increases  in  plasma  cholesterol  values.’* In  view  of  this 
recent  information  on  the  adult  dietary  recommenda- 
tions, it  is  important  to  consider  this  application  to 
children  over  age  two  and  adolescents. 

Children’s  Dietary  Recommendation 

The  rationale  for  recommending  modification  of 
children’s  diets  is  the  prevention  of  adult  atherosclerosis. 
Kwiterovich  recently  published  an  extensive  review  of  the 
data  bearing  on  the  role  of  children’s  diets  in 
predisposing  to  adult  atherosclerosis."  Generally,  three 
types  of  studies  in  humans  have  yielded  data  interpreted 
to  support  a causative  role  for  children’s  diets  in  predis- 
posing to  the  risk  for  adult  atherosclerosis.  In  the  first 
type  of  studies,  epidemiological  evidence  indicates  a 
direct  relationship  between  serum  cholesterol  values 
found  in  the  children  of  various  countries  and  the  preva- 
lence of  adult  coronary  artery  disease.  A second  test  of 
this  dietary  hypothesis,  that  of  prospective  ciinical  trials, 
is  not  available  for  children.  However,  evidence  obtained 
from  this  in  middle-aged  hypercholesterolemic  men 
mentioned  above  has  been  interpreted  as  supporting  the 
extension  of  dietary  restriction  to  other  populations  as 
well,  notably  children  and  women.’**  ^ A third  approach 
attempts  to  establish  a linkage  between  serum  lipid 
patterns  in  the  first  two  decades  of  life  and  the  extent  of 
fatty  streaks  found  in  arterial  vessels  of  children  dying 
from  other  causes.'^ 

Cautionary  commentary  is  needed  in  evaluating  each 
of  these  three  approaches  in  light  to  making  recommen- 
dations concerning  dietary  changes  for  American 
children.  The  epidemiological  data  tend  to  isolate  the 
serum  cholesterol  values  and  coronary  artery  disease 
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from  other  health  aspects.  These  studies  are  inclined  to 
ignore  other  consequences  of  the  dietary  restrictions 
which  presumably  are  associated  with  the  lower  levels  of 
serum  cholesterol  in  children.  Normal  growth  and 
development  may  be  impaired  in  conditions  of  dietary 
restriction.'^  For  example,  the  relative  decreased  risk  of 
coronary  artery  disease  in  Japanese  men  is  also 
associated  with  a pattern  of  decreased  growth  and 
delayed  development,  which  has  shown  a secular  trend 
since  improved  diets  became  available  following  the  end  of 
the  Second  World  War.''*  Generally,  these  reports  also 
have  not  taken  into  account  the  prevalence  of  other  risk 
factors,  such  as  smoking,  hypertension  and  exercise 
patterns,  which  may  bear  a more  important  relationship.* 

The  large  prospective  trial  of  the  effect  of  lowering 
serum  cholesterol  values  in  hypercholesterolemic  middle- 
aged  men  has  been  criticized  for  its  applicability  to  other 
populations.'*  Its  usefulness  in  assessing  dietary  change 
in  children  as  a factor  in  reducing  risk  of  atherosclerosis 
in  adults  seems  marginal  at  best.^ 

The  study  linking  serum  lipid  patterns  and  fatty  streaks 
in  arterial  vessels  during  the  first  two  decades  of  life  also 
must  be  accepted  with  reservation  because  of  a lack  of  a 
well-defined  relationship  between  these  fatty  streaks  and 
adult  atherosclerosis."'  In  American  children,  there  has 
been  a poor  correlation  between  diet  and  cardiovascular 
disease  risk  factor  variables.'*’  During  childhood  and 
adolescence,  factors  such  as  obesity  and  aerobic  capacity 
are  more  important  determinants  of  the  likelihood  of 
cardiovascular  risk  factors  being  present  than  diet.'*’ 

Implication  of  Dietary  Restrictions  for  Children 

The  characteristics  of  diets  meeting  the  recommenda- 
tions of  the  Consensus  Panel  include  limitations  of  meat, 
eggs  and  dairy  products  with  an  increase  in  cereal  grains 
and  plant  products.  For  the  critical  period  of  growth  of 
children  and  adolescents,  these  restrictions  mean  a 
reduction  in  foods  that  form  an  important  source  of  high- 
quality  protein.  Furthermore,  dairy  products  provide 
60%  of  dietary  calcium  and  meat  is  an  excellent  source  of 
available  iron.^°  The  difficulties  in  designing  diets  con- 
forming to  the  recommendations  for  American  children, 
based  on  American  food  supply  and  taking  into  account 
cultural  and  ethnic  variabilities,  are  beginning  to  be 
apprecited.  In  assessing  results  of  diet  modifications,  it 
must  be  recognized  that  in  the  U.S.  the  mean  serum 
cholesterol  values  in  children  do  not  increase  after  age 
two  years  and  decrease  during  the  second  decade  with 
current  dietary  patterns.^' 

Current  Trends  in  Diet  and  Health 

During  the  past  several  decades,  there  have  been 
important  secular  trends  in  growth  and  maturation  in 
this  country  with  improved  nutrition  being  one  of  the 
most  important  influential  factors.^^  Analysis  of  the  data 
from  the  Second  National  Health  and  Nutrition  Exami- 
nation Survey  indicates  an  improvement  in  the  status  of 
iron  nutriture  among  children  and  adolescents.^*  Curren- 
tly, moderate  or  severe  anemia,  as  a consequence  of 
dietary  iron  deficiency,  is  rare  in  the  U.S.  It  remains, 
however,  the  predominant  identifiable  cause  of  anemia  in 


children  and  adolescents.  Dietary  patterns  have  also 
changed  with  respect  to  total  fat  intake  in  children  ages 
one  to  five.^"*  Currently,  the  percent  of  food  energy  from 
fat  in  children’s  diets  inabout  34%.  In  adults,  theamount 
and  quality  of  fat  in  the  diet  is  an  important  factor  in 
determining  serum  cholesterol  values. ’’ 

These  trends,  taken  together,  would  suggest  that 
considerable  caution  be  used  before  further  manipulation 
of  the  diets  of  children  and  adolescents  is  recommended. 
It  must  be  demonstrated  that  changes  are  needed  and  any 
further  restrictions  would  support  adequate  growth  and 
development.^’  * 


Recommendation 

After  careful  reviewof  currently  available  information, 
the  Committee  on  Nutrition  of  the  American  Academy  of 
Pediatrics  came  to  seven  recommendations  with  respect 
to  prudence  in  life-style  factors  to  reduce  the  risk  of 
atherosclerosis  and  coronary  artery  disease  in  adults. 
These  recommendations  are  as  follows: 

1.  When  breast  feeding  is  unsuccessful,  inappropriate 
or  stopped  early,  infant  formulas  provide  the  best 
alternative  for  meeting  nutritional  needs  during  the 
first  six  months  of  life.  During  the  second  six  months 
of  life,  whole  cow’s  milk  may  be  introduced  for 
infants  who  are  consuming  one-third  of  their  calories 
as  supplemental  foods  consisting  of  a balanced 
mixture  o cereal,  vegetables,  fruits  and  other  foods. 
Supplementary  foods  are  recommended  beginning  at 
four  to  six  months  of  age.  Dietary  fat  should 
probably  not  be  restricted  in  this  age  group. 

2.  After  one  year  of  age,  infants  should  receive  a varied 
diet  including  each  of  the  major  food  groups.  This 
provides  the  best  assurance  of  nutritional  adequacy; 
the  key  is  balance  from  variety. 

3.  Detection  of  obesity  by  measuring  height  and  weight 
and  detection  of  hypertension  by  measuring  blood 
pressure  according  to  the  schedules  published  by  the 
Academy  will  permit  the  early  recognition  and 
treatment  of  obesity  and  hypertension. 

4.  Counseling  on  the  maintenance  of  ideal  body  weight 
and  a regular  exercise  program  and,  in  teenagers, 
counseling  concerning  the  dangers  of  smoking 
should  be  a routine  part  of  all  health  supervision 
visits. 

5.  Family  history  for  each  patient  should  include 
information  about  family  members  who  have  had  a 
premature  (before  sixty  years  of  age)  heart  attack  or 
stroke,  hypertension,  obesity,  diabetes  mellitus 
and/or  hyperlipidemia. 

6.  Screening  of  children  more  that  two  years  old  who 
are  at  risk  because  of  family  history  should  consist  of 
at  least  two  serum  cholesterol  measurements.  High- 
density  lipoprotein  cholesterol  level  should  be 
measured  in  those  who  consistently  have  levels  above 
the  95th  percentile  for  age  and  sex.  If  high-density 
lipoprotein  cholesterol  is  not  the  cause  of  the 
hypercholesterolemia,  the  child  should  be  treated 
with  an  appropriate  diet  and/or  medication. 
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I.  Current  dietary  trends  in  the  U.S. — decreased 
consumption  of  saturated  fats,  cholesterol  and  salt 
and  an  increased  intake  of  polyunsatured  fats — 
should  be  followed  with  moderation.  The  optimal 
total  fat  intake  cannot  be  determined,  but  30%  t 40% 
of  calories  seems  sensible  for  adequate  growth  and 
development.  Diets  that  avoid  extremes  are  safe  for 
children  for  whom  there  is  no  evidence  of  special 
vulnerability. 

Summary 

These , recommendations  are  provided  to  physicians 
and  health  professionals  who  work  with  children. 
Continued  evaluation  of  dietary  trends  and  the  impact  of 
cardiovascular  risk  factors  from  the  first  two  decades  of 
life  are  needed  for  future  recommendations. 
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City  seems  to  be  moving  in  the  wrong  direction.  “The 
Board  of  Education  has  instructed  school  health 
programs  to  cease  condom  distribution  against  the 
recommendations  of  the  Commissioner  of  Health,  the 
President  of  the  Board  of  Education  and  the  U.S. 
Surgeon  General,”  the  researchers  said. 


AMERICAN  ACADEMY 
OE  PEDIATRICS 


GONORRHEA  AND  SYPHILIS:  HIGH  AMONG 
ADOLESCENTS  IN  JUVENILE 
DETENTION  CENTERS 


Although  syphilis  and  gonorrhea  appear  to  be  declin- 
ing nationwhide,  researchers  studying  these  diseases 
among  adolescents  in  a large  juvenile  detention  center 
report  otherwide. 

In  fact,  they  found  that  the  adolescents  screened  in  one 
New  York  detention  center  had  a similar  rate  of 
gonorrhea  and  syphilis  as  those  seen  in  many  veneral 
disease  clinics. 

After  studying  the  incidence  of  gonorrhea  and  syphilis 
in  all  adolescents  who  entered  the  New  York  City 
Juvenile  Detention  Center  over  a one  year  period  (1983  to 
1984),  researchers  found  that  the  prevalence  rates  for 
these  adolescents  were  among  the  highest  reported  in  any 
adolescent  population,  even  though  many  showed  no 
physical  signs  of  disease.  Because  of  this,  they  recom- 
mend screening  high-risk  adolescents  for  these  and  other 
sexually-transmitted  diseases. 

According  to  the  researchers,  writing  in  the  October 
issue  of  Pediatrics,  the  journal  of  the  American  Academy 
of  Pediatrics  (AAP),  “Our  data  support  the  need  for 
programs  in  detention  facilities,  and  we  believe,  schools, 
to  encourage  the  use  of  barrier  contraceptives  to  control 
gonorrhea,  syphilis  and  unwanted  pregnancy.”  There 
were  almost  one-half  million  admission  of  adolescents  to 
detention  facilities  in  the  U.S.  in  1982. 

The  researchers,  from  Montefiore  Medical  Center, 
Albert  Einstein  College  of  Medicine,  Bronx,  New  York, 
reported  on  285  girls  and  2,236  boys  who  were  screened 
for  gonorrhea  and  syphilis.  Of  those  screened,  three 
percent  of  boys  and  18  percent  of  girls  had  gonorrhea; 
less  than  one  percent  of  boys  and  2.5  percent  of  girls  had 
syphilis . Although  89  percent  of  those  tested  were  14  to  16 
years  of  age,  ages  in  the  study  ranged  from  nine  to  18. 

The  study  notes  that  current  public  policy  in  New  York 


NATIVE  AMERICAN  INFANTS  HEALTHY  AT 
BIRTH;  MORE  LIKELY  TO  DIE  IN  FIRST 
YEAR  TO  LIFE 

Postneonatal  death  rates  for  native  American  infants 
remain  twice  as  high  as  for  white  infants,  despite  the 
dramatic  gains  made  in  lowering  neonatal  deaths  among 
this  select  population. 

And  tragically,  advances  in  lowering  infant  mortality 
among  native  American  infants  are  being  overshadowed 
by  elevated  mortality  after  the  first  month  of  life. 

Researchers  Lisa  Honigfeldand  David  Kaplan,  M.D., 
write  in  the  October  issue  oí  Pediatrics,  the  journal  of  the 
American  Academy  of  Pediatrics  (AAP),  that  excessive 
postneonatal  deaths  (28  days  - one  year)  among  native 
American  infants  result  from  SIDS  (Sudden  Infant 
Death  Syndrome),  preventable  accidents  and  treatable 
acute  medical  conditions,  such  as  pneumonia  and  gastro- 
enteritis. 

This  suggests  that  native  American  infants  leave  the 
hospital  healthy  but  may  go  to  unsafe  environments, 
which  decrease  their  chances  of  survival  past  one  year. 

Leading  causes  of  death  for  native  American  babies 
include  SIDS,  respiratory  illness,  intestinal  infections, 
injuries  and  poisonings.  Pneumonia,  for  example, 
accounts  for  6.2  percent  of  all  native  American  infant 
deaths.  Additionally,  the  native  American  accident  rate 
for  children  under  one  year  is  twice  that  for  the  all-race 
rate. 

The  researchers  stress  that  the  role  of  parenting  in 
preventing  the  infant  deaths  is  important, and  education, 
with  particular  emphasis  on  prevention  and  support  in 
child  caring,  is  needed.  However,  they  note  that  native 
Americans  have  a higher  level  of  poverty  and  adverse 
home  conditions  than  do  other  populations,  and  this 
plays  a part  in  the  high  postneonatal  death  rate. 

Native  American  homes,  for  example,  are  12  times 
more  likely  to  be  without  plumbing.  The  related 
problems  of  alcoholism,  unemployment  and  family 
disorganization  contribute  to  the  high  rate  of  post- 
neonatal  mortality,  the  authors  note. 

“In  short,  further  research  and  interventions  must 
include  consideration  of  the  social  and  economic  condi- 
tions of  (native  American)  life  that  contribute  to  unsafe 
home  environments,  delays  in  seeking  medical  care,  and 
general  infant  neglect,”  the  researchers  conclude. 
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Babies  born  at  high  altitudes  may  have  a lower  birth 
weight  than  those  born  at  lower  elevations. 

A recent  study  published  in  the  Annals  of  Emergency 
Medicine,  Lorna  Grindlay  Moore,  PhD,  Suggests  that 
decreased  oxygen  availability  at  high  altitudes  retards 
fetal  growth  and  results  in  low  birth  weight. 

Over  a period  of  30  years,  studies  of  300,000  births 
showed  a progressive  fall  in  average  infant  birth  weights 
from  sea  level  to  16,500  feet.  The  average  weight 
decreased  one-third  of  a pound  every  5,000feet.  Since  the 
gestation  period  of  the  babies  born  at  high  altitudes  was 
similar  to  that  of  babies  born  at  lower  altitudes,  the 
decreased  birth  weight  is  attributed  by  the  author  to  fetal 
growth  retardation  rather  than  premature  birth. 

In  addition,  common  complications  of  pregnancy  such 
as  maternal  congenital  heart  disease,  severe  anemia, 
reduced  blood  volume  and  smoking  can  combine  with 
high  altitude  to  further  reduce  oxygen  availability  and 
retard  fetal  growth. 

Known  to  decrease  birth  weight  7.5  ounces  at  sea  level, 
smoking  had  a marked  effect  on  mothers  at  higher 
altitudes.  At  10,200  feet,  smoking  mothers  gave  birth  to 
babies  weighing  one  pound  three  ounces  less  than  babies 
born  to  non-smokers.  Thus,  smoking  at  10,200  feet 
caused  an  approximate  2.5  fold  decrease  in  infant  birth 
weight  than  at  sea  level. 

Except  during  instances  where  conditions,  such  as 
smoking,  may  complicate  pregnancy,  women  at  high 
altitudes  experienced  an  increase  in  the  amount  of  air 
inhaled  during  pregnancy.  The  increase  in  ventilation 
was  normal  in  comparison  to  changes  experienced  by 
women  at  low  altitude  pregnancy.  However,  for  the  high- 
altitude  unborn  child,  the  rise  in  ventilation  increased  the 
amount  of  oxygen  available  and  positively  affected  the 
birth  weight.  Women  with  the  greatest  increase  in  venti- 
lation gave  birth  to  heavier  weight  children  than  women 
with  smaller  or  no  change  in  ventilation  response. 

In  addition  to  low  birth  weight,  there  is  concern  for 
babies  born  at  high  altitudes  with  high  serum  bilirubin 
values.  High  bilirubin  levels  may  cause  neurologic 
damage,  deafness,  mental  retardation,  and  death.  This 
condition  is  caused  when  high  altitude  newborns 
experience  an  imbalance  between  blood  cell  and  plasma 
volumes.  At  high  altitudes,  an  increase  in  the  red  blood 
cell  volume  causes  bilirubin  values  to  rise  faster  and  to 
higher  levels  during  the  first  three  days  after  birth. 

High  altitudes  not  only  affected  the  unborn  and 
newborns,  but  also  affected  the  pregnant  mothers.  The 
study  revealed  that  women  at  high  altitudes  (10,200  feet) 
experienced  a four-fold  increase  in  hypertension  and  a 
three-fold  increase  of  protein  in  the  blood  and  water 
retention  in  body  tissue  during  pregnancy. 

Nearly  40  million  persons  worldwide  live  in  altitudes 


higher  than  8,000  feet  and  perhaps  as  many  visit  high- 
altitude  regions  annually.  Continued  research  will  help 
provide  emergency  physicians  with  the  solutions  to 
address  these  and  other  important  health  problems 
encountered  at  high  altitudes. 


MOST  HIGH  ALTITUDE  RELATED  DEATHS:^ 


Skiers,  mountain  climbers  and  other  high-altitude 
adventurers  can  become  victims  of  high-altitude  pulmo- 
nary edema  (HAPE),  a disease  than  can  lead  to  death  if 
not  recognized  and  treated  early. 

In  a recent  article  in  the  Annals  of  Emergency  Medicine, 
Robert  B.  Schoene,  MD,  stresses  that  although  HAPE 
can  be  fatal,  almost  all  deaths  can  be  prevented  by  early 
recognition  and  treatment. 

HAPE  occurs  at  high  altitudes,  generally  during  rapid 
ascent  to  3,000-4,000  meters.  Victims  of  HAPE  expe- 
rience an  excessive  buildup  of  tissue  fluid  in  the  lungs. 
The  affected  climbers  are  usually  young  and  physically 
active. 

Early  symptoms  of  the  disease  are  fatigue,  difficult 
breathing  at  rest,  marked  decrease  in  exercise  tolerance,  a 
dry  cough  and  difficulty  in  sleeping.  Headache  and  loss  of 
appetite  may  precede  these  symptoms. 

If  not  treated  properly  at  this  point,  symptoms  may 
progress  to  severe  difficulty  breathing  at  rest,  cough  with 
pink  and  frothy  sputum,  discomfort  in  breathing  except 
when  standing  or  sitting  upright,  confusion,  lethargy, 
irregular  muscular  coordination,  and  coma.  Death  soon 
follows. 

Climbers  should  recognize  these  HAPE  warning 
signals  and  seek  immediate  treatment. 

Prevention  is  the  best  therapeutic  strategy.  Slow, 
gradual  acclimatization  should  prevent  most  cases. 
Above  3,000  meters.  Dr.  Schoene  suggests  limiting  the 
increase  in  sleeping  altitude  to  not  more  than  300  meters 
per  day.  An  alternative  is  to  climb  higher  during  the  day 
and  then  return  to  a lower  altitude  for  sleeping. 

If  HAPE  develops,  the  best  treatment  is  descent,  said 
Dr.  Schoene.  Even  a modest  descent  may  make  an 
important  difference  in  recovery.  When  descent  is  not 
possible,  rest  and  supplemental  oxygen  may  stabilize  the 
victim.  Supplemental  oxygen  should  preferably  be 
administered  through  positive  pressure  masks,  which  are 
lightweight  and  portable.  Such  treatment  shold  be  used 
only  as  a temporizing  measure  until  descent  can  be 
undertaken. 

Dr.  Schoene’s  recomendations  are  based  on  studies  of 
adventurers  who  climb  Mt  McKinley.  Of  these,  from  on 
to  two  percent  of  them  experience  HAPE.  Prior  to  1982,  a 
number  of  deaths  occurred  from  the  sickness.  The 
number  of  HAPE  incidences  on  the  mountain  has  not 
decreased.  However,  the  reported  death  rate  has  dropped 
to  zero. 

The  zero  death  toll  in  the  last  five  years  is  due  to 
increased  awareness,  recognition  and  treatment  of  the 
disease.  At  4,400  meters  on  the  West  Buttress  route  of 
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Mt  McKinley,  the  Denali  Medical  Research  Hut 
diagnoses,  treats  and  advices  altitude  illness  victims. 

There  are  still  many  reported  deaths  from  HAPE  on 
mountain  ranges  around  the  world.  The  disorder  will 
even  affect  individuals  at  very  high  altitudes  who  had 
previously  acclimatized  to  lower  altitudes.  Therefore, 
high  altitude  enthusiasts  should  increase  their  awarenses 
of  HAPE  prevention  and  recognition  of  early  sings  and 
symptoms.  Once  the  illness  occurs,  descent  and  oxygen 
are  mandatory  to  preventing  serious  complications  and 
death.  After  descent,  immediate  medical  attention  should 
be  sought. 


ALCOHOL  CONSUMPTION  AFFECTS  THE 
DIVING  REFLEX  IN  HUMANS 


Almost  everyone  has  heard  the  classic  example  of  a 
child  surviving  accidental  prolonged  submersion  in  cold 
water.  The  child,  after  being  rescued  and  resuscitated, 
makes  an  incredible  recovery  without  side  effects. 

A recent  study  in  the  Annals  of  Emergency  Medicine, 
has  shown  that  alcohol  consumption  may  negatively 
affect  the  final  autcome  and  survivability  of  prolonged 
water  submersion. 

The  body’s  ability  to  revive  after  prolonged  submer- 
sion is  a phenomenon  called  the  diving  reilex  or  the 
diving  response.  During  this  state  of  submersion  in  cold 
water,  victims  experience  breathing  cessation,  decreased 
heart  rate,  decreased  blood  output  from  the  heart,  and 
redistribution  of  blood  flow  limbs  and  nonessential 
organs  to  the  heart  and  brian.  As  breathing  stops  and 
heart  rate  decreases,  the  heart  works  less  and  consumes 
less  of  the  remaining  available  oxygen  in  the  blood. 

The  study  revealed  that  alcohol  consumption  affects 
the  diving  retlex  in  human  beings  by  altering  the  cardio- 
vascular system  and  the  autonomic  nervous  system 
functions. 

Four  physicians,  Lorentz  Wittmers,  Jr,  PhD;  Robwert 
Pozos,  PhD;  George  Fall,  MS;  and  Lloyd  Beck,  PhD;  of 
Duluth,  Minnesota,  completed  the  research.  To  produce 
the  dive  retlex  for  study,  volunteer  human  subjects  were 
asked  to  immerse  their  faces  in  cold  water. 

Heart  rate,  blood  pressure  and  cardiac  output  were 
measured  on  the  subjects  before  and  after  alcohol 
consumption  to  determine  their  effects  on  the  subjects’ 
diving  retlexes. 

In  the  sober  state,  immersion  decreased  heart  rate, 
decreased  blood  output  from  the  heart,  increased  blood 
pressure,  and  increased  total  redistribution  of  blood  tlow 
from  limbs  and  nonessential  organs  to  the  heart  and 
brain. 

Before  immersion,  the  intoxicated  subjects  heart  rates 
were  significantly  higher  than  those  sober.  After  facial 
immersion,  the  intoxicated  subjects’  heart  rates  decreased 
but  not  to  the  same  low  rate  as  in  sober  state. 

Another  difference  was  noted  where  alcohol  consump- 
tion evoked  a lesser  increase  in  blood  pressure  and  failed 
to  significantly  decrease  blood  output  from  the  heart. 


A significant  relationship  has  been  found  between 
alcohol  consumption  and  drowning  fatalities.  How  the 
body  responds  to  accidental  cold  water  submersion  is  ot 
paramount  importance  to  that  individual’s  survival.  Any 
changes  in  the  normal  diving  retlex  due  to  alcohol 
consumption  can  result  in  a decreased  chance  of  survival. 


FE  DE  ERRATA 

EN  LA  SECCION  DE  PRESI- 
DENTES DE  ESPECIALIDAD 
DEL  BOLETIN  MEDICO,  EDI- 
CION DE  OCTUBRE  DE  1987, 
APARECE  EL  DR.  JOSE  E. 
SOLER  ZAPATA  COMO  PRESI- 
DENTE DE  LA  SECCION  DE 
CARDIOLOGIA,  DEBE  LEER; 
DR.  LUIS  A.  PARES  MARTINEZ, 
QUIEN  PRESIDE  ESTA  SEC- 
CION DESDE  ABRIL  DE  1987. 
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OFICINA  MEDICA 
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CALIDAD  DE  ARRENDAMIENTO. 
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TWEIVE 


FORNOTGIVIIIG 


Ml  . I think  I have 
lumbago. 

2.  I’m  type  Z 
negative. 

3.  I’m  on  the 
grapefruit  diet. 

4.1  gave  six 
months  ago. 

5. 1 just  got  back 
from  Monaco. 


6.  The  lines  are 
thirteen  blocks 
long. 

7.  My  mother  won’t 
let  me. 


8.1  didn’t  sign  up. 

9.rm  going  out 
of  town. 

10.  Asthma  runs  in 
my  family. 

1 1 . 1 forgot  to  eat 
this  morning. 

12.  I’m  allergic  to 


Each  one’s  a doozy, 
but  we’re  hoping  you 
won’t  use  any  of  them. 
Give  blood  through  the 
American  Red  Cross. 
Please,  don’t  chicken  out. 


EXCUSES  DON’T  SAVE  LIVES. 
BLOOD  DOES. 


rXRAFATE' 

(sucralfate) 


BRIEF  SUMMARY 


CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (1 2 times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort,  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 
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1595H7 


Specialized  ulcer  therapy 


When  advancing  age 
signals  ireduced 
acid  seciretion  jí&l- 


If  your  duodenal  ulcer  patient  is  over  55,  decreased 
mucosal  resistance  is  more  likely  to  cause  an  ulcer  than 
hypersecretion  of  acid-pepsin.'  A tendency  toward  lower 
acid  secretion  with  advancing  age  has  been  shown.^-^ 


Declining  gastric  secretion  and  age^ 


Age  Group 


CARAFATE®  (sucralfate/Marion)  makes  sense  as 
initial  ulcer  therapy  for  the  elderly.  Carafate  provides  ulcer 


healing  rates  comparable  to  antagonists  without  the 
risk  of  systemic  side  effects  or  drug  interactions— an  impor- 
tant benefit  for  older  patients. 

The  unique,  nonsystemic  action  of  Carafate  enhances 
the  body's  own  ulcer  healing  ability,  strengthening  the  muco- 
sal structure  as  it  protects  damaged  tissue  from  further  injury. 

When  advancing  age  signals  reduced  acid  secretion, 
choose  the  specialized  ulcer  therapy  of  safe,  nonsystemic 
Carafate. 


Nothing  works  like 


OiRAFATE' 

sucralfate/Marion 


Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information, 

1595H7 


There’s  never  been  a better  time  for  her 


ind  PREMARIN" 


Proven  benefits  beyond  relief 
of  vasomotor  symptoms 


No  other  estrogen  proven 
effective  for  osteoporosis 

Only  conjugated  estrogens  tablets  have 
established  efficacy  in  both  osteoporosis’  and 
vasomotor  symptoms*  at  0.625  mg/day.  No 
other  estrogen,  oral  or  transdermal,  has  estab- 
lished clinical  evidence  or  minimum  effective 
dose  in  both  indications. 

No  estrogen  proven  safer 

PREMARIN  is  the  most  extensively  tested 
estrogen,  with  an  unsurpassed  record  of 
long-term  safety. 

And  clinical  evidence  shows  a significantly 
reduced  risk  of  endometrial  hyperplasia  when 
cycled  with  a progestin.^ 


PREMARIN’ 

(conjugated  estrogens  tablets) 

Most  trusted  for  more  reasons 


♦PREMARIN  is  indicated  for  moderate-to-severe  vasomotor  symptoms 

Please  see  following  page  for  brief  summary 
of  prescribing  information. 


For  moderate-to-severe 
vasomotor  syrnptoms  and 
for  osteoporosis 

PREMARIN* 

(conjugated  estrogens  tablets) 


0.3  mg  0.625  mg  0.9  mg  1.25  mg  2.5  mg 


The  appearance  oí  these  tablets  is  a trademark  of  Ayerst  Laboratories. 


For  atrophic  vaginitis 


PREMARIN* 

(conjugated  estrogens) 


Vaginal 

Cream 

0.625  mg/g 
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BRIEF  SUMMARY  (FOH  FULL  PRESCfíISING  INFORMATION  AND  PATIENT  INFORMATION.  SEE  PACKAGE 
CIRCULARS ) 

PREMARIN’  Brand  of  conjugated  estrogens  tablets.  USP 

PREMARIN’  Brand  of  conjugated  estrogens  Vaginal  Cream,  in  a nonliquelying  base 


1 ESTROGENS  HAVE  BEEN  REPORTED  TO  INCREASE  THE  RISK  OF  ENDOMETRIAL  CARCINOMA 
Three  independent,  case-conlrolled  studies  have  reported  an  increased  risk  ol  endometrial  cancer  in 
postmenopausal  women  exposed  to  exogenous  estrogens  lot  more  than  one  year  This  risk  was  independent 

01  Ihe  other  known  risk  taclors  lor  endometrial  cancer  These  sludies  are  lurlher  supported  by  Ihe  linding 
that  incidence  rates  of  endometrial  cancer  have  increased  sharply  since  1969  in  eight  dillerent  areas  ol  Ihe 
United  States  with  population-based  cancer  reporting  systems,  an  increase  which  may  be  related  lo  Ihe 
rapidly  expanding  use  ol  estrogens  during  Ihe  last  decade  The  three  case-conlrolled  studies  reported  that 
the  risk  ol  endometrial  cancer  In  estrogen  users  was  about  4 5 lo  13  9 limes  greater  than  m nonusers  The 
risk  appears  to  depend  on  both  duration  ol  Ireatmenl  and  on  estrogen  dose  In  view  ol  these  lindings.  when 
estrogens  are  used  lor  the  trealmeni  of  menopausal  symptoms,  Ihe  lowest  dose  that  will  control  symptoms 
should  be  utilized  and  medication  should  be  discontinued  as  soon  as  possible  When  prolonged  treatment 
IS  medically  indicated,  Ihe  patient  should  be  reassessed  on  al  least  a semi-annual  basis  lo  determine  the 
need  lor  continued  therapy  Although  Ihe  evidence  must  be  considered  preliminary,  one  study  suggests  that 
cyclic  adminislralion  ol  low  doses  ol  estrogen  may  carry  less  risk  than  continuous  administration,  il 
Iherelore  appears  prudent  to  utilize  such  a regimen  Close  clinical  surveillance  ol  all  women  taking 
estrogens  is  important  In  all  cases  ol  undiagnosed  persistent  or  recurring  abnormal  vaginal  bleeding, 
adequate  diagnostic  measures  should  be  undertaken  lo  rule  out  malignancy  There  is  no  evidence  al  present 
that  "natural  " esirogens  are  more  or  less  hazardous  than  " synlhelic""  estrogens  at  equi-esirogenic  doses 

2 ESTROGENS  SHOULD  NOT  BE  USED  DURING  PREGNANCY 

The  use  ol  female  sex  hormones,  both  estrogens  and  progestogens,  during  early  pregnancy  may  seriously 
damage  Ihe  ollspring  II  has  been  shown  that  lemales  exposed  in  útero  to  dielhylstilbestrol,  a nonsteroidal 
estrogen,  have  an  increased  risk  ol  developing,  in  later  lile,  a lorm  ol  vaginal  or  cervical  cancer  that  is 
ordinarily  extremely  rare  This  risk  has  been  eslimated  as  not  greater  lhan  4 per  1,000  exposures 
Furthermore,  a high  percentage  ol  such  exposed  women  (Irom  30%  to  90%)  have  been  found  to  have 
vaginal  adenosis,  epilhelial  changes  ol  Ihe  vagina  and  cervix  Although  these  changes  are  histologically 
benign,  il  is  nol  known  whether  they  are  precursors  ol  malignancy  Although  similar  data  are  not  available 
wilh  Ihe  use  ol  other  estrogens,  it  cannot  be  presumed  they  would  not  induce  similar  changes  Several 
reports  suggest  an  association  between  iniraulerine  exposure  lo  female  sex  hormones  and  congenital 
anomalies,  including  congenital  heart  delects  and  limb-reduclion  delects  One  case-conlrolled  sludy 
estimated  a 4 7-lold  increased  risk  ol  limb-reduction  delects  in  inlants  exposed  in  ulero  lo  sex  hormones 
(oral  contraceplives,  hormone  withdrawal  tests  lor  pregnancy,  or  attempted  Ireatmenl  lor  threalened 
aborlion)  Some  ol  these  exposures  were  very  short  and  involved  only  a lew  days  ol  treatment  The  data 
suggest  that  Ihe  risk  ol  limb-reduction  detects  in  exposed  leluses  is  somewhat  less  lhan  1 per  1.000  In  the 
past,  lemale  sex  hormones  have  been  used  during  pregnancy  in  an  attempt  to  treat  Ibrealened  or  habitual 
abortion  There  is  considerable  evidence  that  esirogens  are  inelleclive  lor  these  indications,  and  there  is  no 
evidence  from  well-controlled  sludies  that  progestogens  are  elleclive  lor  these  uses  II  PREMARIN  is  used 
during  pregnancy,  or  it  Ihe  palieni  becomes  pregnant  while  taking  this  drug,  she  should  be  apprised  ol  the 
potential  risks  lo  the  fetus,  and  the  advisability  ol  pregnancy  continuation 


DESCRIPTION:  PREMARIN  (con|ugaled  estrogens,  USP)  contains  a mixture  ol  esirogens,  obtained  exclusively 
Irom  natural  sources,  blended  to  represent  the  average  composition  ot  material  derived  Irom  pregnant  mares" 
urine  II  contains  estrone,  equilin.  and  17a-dihydroequilin.  together  with  smaller  amounts  ol  17o-estradiol, 
equilenin.  and  17a-dihydioequilenin  as  salts  ol  then  sullale  esters  Tablets  are  available  in  0 3 mg,  0 625  mg,  0 9 
mg,  1 25  mg,  and  2 5 mg  strengths  ol  coniugaled  esirogens  Cream  is  available  as  0 625  mg  coniugaled 
estrogens  per  gram 

INDICATIONS  ANO  USAGE:  PREMARIN  (coniugaled  esirogens  tablets.  USP)  Moderale-lo-severe  vasomolor 
symptoms  associated  with  the  menopause  (There  is  no  evidence  that  esirogens  are  elleclive  lor  nervous 
symptoms  or  depression  without  associated  vasomotor  symptoms  and  they  should  nol  be  used  to  Heal  such 
conditions ) Osteoporosis  (abnormally  low  bone  mass)  Atrophic  vaginitis  Kraurosis  vulvae  Female  castration 

PREMARIN  (coniugated  esirogens)  Vaginal  Cream  is  indicated  in  Ihe  treatment  ot  alrophic  vaginitis  and 
kraurosis  vulvae 

PREMARIN  HAS  NOT  BEEN  SHOWN  TO  BE  EFFECTIVE  FOR  ANY  PURPOSE  DURING  PREGNANCY  AND  ITS 
USE  MAY  CAUSE  SEVERE  HARM  TO  THE  FETUS  (SEE  BOXED  WARNING) 

Concomitant  Progestin  Use:  The  lowest  elleclive  dose  appropriate  lot  Ihe  specific  mdication  should  be 
utilized  Studies  ol  Ihe  addition  ol  a progestin  lor  7 or  more  days  ol  a cycle  ol  estrogen  administration  have 
reported  a lowered  incidence  ol  endometrial  hyperplasia  Morphological  and  biochemical  sludies  ol  Ihe 
endometrium  suggest  that  10  to  13  days  ol  progestin  are  needed  to  provide  maximal  maturation  ol  Ihe 
endometrium  and  to  eliminate  any  hyperplastic  changes  Whether  this  will  provide  ptoleclion  Irom  endometrial 
carcinoma  has  nol  been  clearly  established  There  are  possible  additional  risks  which  may  be  associated  with  Ihe 
inclusion  ol  progestin  m estrogen  replacement  regimens  (See  PRECAUTIONS ) The  choice  ol  progestin  and 
dosage  may  be  ir^ortanl.  product  labeling  should  be  reviewed  lo  minimize  possible  adverse  etlecls 
CONTRAINDICATIDNS:  Estrogens  should  nol  be  used  in  women  (or  men)  wilh  any  ol  Ihe  lollowing  conditions 
1 Known  or  suspected  cancer  ol  Ihe  breast  except  in  appropriately  selected  patients  being  healed  lor  metastatic 
disease  2 Known  or  suspected  estrogen-dependent  neoplasia  3 Known  or  suspected  pregnancy  (see  Boxed 
Warning)  4 Undiagnosed  abnormal  genital  bleeding  5 Active  thrombophlebitis  or  thromboembolic  disorders 
6 A pasi  history  ol  thrombophlebitis,  thrombosis,  or  thromboembolic  disorders  associated  with  previous 
estrogen  use  (except  when  used  in  trealmeni  ot  breast  or  proslatic  malignancy) 

WARNINGS:  Estrogens  have  been  reported  to  increase  the  risk  ol  endometrial  carcinoma  (see  Boxed  Warning) 
However,  a recent  large,  case-conlrolled  sludy  indicated  no  increase  in  risk  ot  breast  cancer  in  postmenopausal 
women  A recent  sludy  has  reported  a 2-  lo  3-lold  increase  in  Ihe  risk  ol  surgically  conlirmed  gallbladder  disease 
in  women  receiving  postmenopausal  esirogens 

Adverse  ellecis  ol  oral  contraceptives  may  be  expected  al  Ihe  larger  doses  ol  estrogen  used  lo  treat  proslatic  or 
breast  cancer  or  postpartum  breast  engorgement,  it  has  been  shown  that  there  is  an  increased  risk  ol  thrombosis 
in  men  receiving  esirogens  lor  proslatic  cancer  and  women  (or  postpartum  breast  engorgement  Users  ol  oral 
contraceptives  have  an  increased  risk  ol  diseases,  such  as  thrombophlebitis,  pulmonary  embolism,  stroke,  and 
myocardial  inlarclion  Cases  ol  retinal  thrombosis,  mesenteric  thrombosis,  and  optic  neuritis  have  been  reponed 
in  oral  contraceplivc  users.  An  increased  risk  ol  postsurgery  thromboembolic  complications  has  also  been 
reported  in  users  ol  oral  contraceptives  II  leasible,  estrogen  should  be  discontinued  at  least  4 weeks  before 
surgery  ol  Ibe  lype  associated  with  an  increased  risk  ol  Ihromboembolism.  or  during  periods  ol  prolonged 
immobilization  Estrogens  should  not  be  used  in  persons  with  active  thrombophlebitis,  thromboembolic 
disorders,  or  in  persons  wilh  a history  ol  such  disorders  m association  with  estrogen  use  They  should  be  used 
with  caution  in  palienis  with  cerebral  vascular  or  coronary  artery  disease  Large  doses  (5  mg  coniugated 
esirogens  per  day),  comparable  to  those  used  to  (real  cancer  ot  the  prostate  and  breast,  have  been  shown  to 
increase  the  risk  ol  nonlatal  myocardial  inlarclion,  pulmonary  embolism,  and  thrombophlebilis  When  doses  ol 
Ibis  size  are  used,  any  ol  Ihe  Ihromboembolic  and  thrombotic  adverse  etlecls  should  be  considered  a clear  risk 


Benign  hepatic  adenomas  should  be  considered  in  estrogen  users  having  abdominal  pain  and  tenderness, 
abdominal  mass,  or  hypovolemic  shock  Hepatocellular  carcinoma  has  been  reported  in  women  taking  eslrogen- 
conlainmg  oral  contraceplives  Increased  blood  pressure  may  occur  with  use  ol  esirogens  in  the  menopause  and 
blood  pressure  should  be  monitored  with  estrogen  use  A worsening  ol  glucose  tolerance  has  been  observed  in 
patients  on  eslrogen-conlaining  oral  contraceptives  For  this  reason,  diabetic  patients  should  be  caretully 
observed  Estrogens  may  lead  lo  severe  hypercalcemia  in  palienis  with  breast  cancer  and  bone  melaslases 
PRECAUTIONS:  Physical  examination  and  a complete  medical  and  lamily  history  should  be  taken  prior  lo  the 
initiation  ol  any  estrogen  therapy  with  special  reference  lo  blood  pressure,  breasts,  abdomen,  and  pelvic  organs, 
and  should  include  a Papanicolaou  smear  As  a general  rule,  estrogen  should  not  be  prescribed  lor  longer  than 
one  year  without  another  physical  examination  being  perlormed  Conditions  influenced  by  (luid  retention,  such 
as  asthma,  epilepsy,  migraine,  and  cardiac  or  renal  dysfunction,  require  carelul  observation  Certain  patients  may 
develop  manilestalions  ol  excessive  estrogenic  stimulation,  such  as  abnormal  or  excessive  uterine  bleeding, 
maslodynia.  etc  Prolonged  administration  ol  unopposed  estrogen  therapy  has  been  reported  lo  increase  the  risk 
ol  endometrial  hyperplasia  in  some  patients  Oral  contraceptives  appear  lo  be  associated  with  an  increased 
incidence  ol  menial  depression  Patients  with  a history  ol  depression  should  be  caretully  observed  Pre-existing 
uterine  leiomyomata  may  increase  m size  during  estrogen  use  The  pathologist  should  be  advised  ol  estrogen 
therapy  when  relevant  specimens  are  submitted  II  laundice  develops  in  any  patient  receiving  estrogen,  the 
medication  should  be  discontinued  while  Ihe  cause  is  investigated  Estrogens  should  be  used  with  care  in 
patients  wilh  impaired  liver  lunclion,  renal  insulliciency.  metabolic  bone  diseases  associated  with  hypercalcemia, 
or  in  young  patients  in  whom  bone  growth  is  nol  yet  complete  II  concomitant  progestin  therapy  is  used,  potential 
risks  may  include  adverse  etlecls  on  carbohydrate  and  lipid  metabolism 
The  lollowing  changes  may  be  expected  with  larger  doses  ol  estrogen 
a Increased  sullobromophthalein  retention 

b Increased  prothrombin  and  (actors  VII.  VIII,  IX,  and  X.  decreased  antilhrombm  3,  increased  norepinephrine- 
induced  platelet  aggregability 

c.  Increased  thyroid  binding  globulin  (TBG)  leading  to  increased  circulating  total  thyroid  hormone,  as 
measured  by  PBI,  L by  column,  or  T<  by  radioimmunoassay  Free  T3  resin  uptake  is  decreased,  rellecting  the 
elevated  TBG,  tree  L concentration  is  unaltered, 
d Impaired  glucose  tolerance 
e Decreased  pregnanediol  excretion 
I Reduced  response  lo  metyrapone  lest 
g Reduced  serum  lolale  concentration 
h Increased  serum  triglyceride  and  phospholipid  concentration 

As  a general  principle,  Ihe  administration  ol  any  drug  lo  nursing  mothers  should  be  done  only  when  clearly 
necessary  since  many  drugs  are  excreted  in  human  milk 
Long-term,  continuous  administration  ol  natural  and  synthetic  esirogens  in  certain  animal  species  increases 
the  frequency  ol  carcinomas  ol  the  breast,  cervix,  vagina,  and  liver  However,  in  a recent,  large  case-conlrolled 
sludy  ol  postmenopausal  women  there  was  no  increase  in  risk  ol  breast  cancer  with  use  ol  coniugaled  esirogens 
ADVERSE  REACTIDNS:  The  lollowing  have  been  reported  with  estrogenic  therapy,  including  oral  con- 
Iraceplives  breakthrough  bleeding,  spotting,  change  in  menstrual  flow,  dysmenorrhea,  premenstrual-like 
syndrome,  amenorrhea  during  and  alter  trealmeni,  increase  in  size  of  uterine  libromyomala,  vaginal  candidiasis, 
change  in  cervical  erosion  and  in  degree  ol  cervical  secretion,  cystilis-like  syndrome;  tenderness,  enlargement, 
secretion  (ol  breasts),  nausea,  vomiting,  abdominal  cramps,  bloating,  cholestatic  laundice,  chloasma  or 
melasma  which  may  persist  when  drug  is  discontinued,  erythema  multilorme,  erythema  nodosum,  hemorrhagic 
eruption,  loss  ol  scalp  hair,  hirsutism,  steepening  ol  corneal  curvature:  intolerance  to  contact  lenses,  headache, 
migraine,  dizziness,  menial  depression,  chorea,  increase  or  decrease  in  weight:  reduced  carbohydrate  tolerance, 
aggravation  ol  porphyria,  edema,  changes  in  libido 

ACUTE  OVERDOSAGE:  May  cause  nausea,  and  withdrawal  bleeding  may  occur  in  lemales 

DOSAGE  AND  ADMINISTRATION: 

PREMARIN'  Brand  ot  conjugated  estrogens  tablets.  USP 

1 Given  cyclically  lor  shorl-term  use  only  For  treatment  ol  moderale-lo-severe  vasomotor  symptoms,  atrophic 
vaginitis,  or  kraurosis  vulvae  associated  wilh  Ihe  menopause  (0  3 mg  lo  1 25  mg  or  more  daily)  The  lowest  dose 
that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as  promptly  as  possible 
Adminislralion  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oti)  Attempts  lo  discontinue  or  taper 
medication  should  be  made  al  three-  to  six-month  intervals 

2.  Given  cyclically  Osteoporosis,  Female  castration  Osteoporosis  — 0 625  mg  daily  Administration  should  be 
cyclic  (eg.  three  weeks  on  and  one  week  otI)  Female  castration — 1 25  mg  daily  cyclically  Adjust  upward  or 
downward  according  lo  response  ol  Ihe  patient  For  maintenance,  adjust  dosage  lo  lowest  level  that  will  provide 
elleclive  control 

Patients  with  an  intact  uterus  should  be  monitored  lor  signs  ol  endometrial  cancer  and  appropriate  measures 
taken  lo  rule  out  malignancy  in  Ihe  event  ol  peisisleni  or  recurring  abnormal  vaginal  bleeding 
PREMARIN'  Brand  ot  conjugated  estrogens  Vaginal  Cream 
Given  cyclically  lor  short-lerm  use  only  For  Ireatmenl  ol  alropbic  vaginitis  or  kraurosis  vulvae 
The  lowest  dose  that  will  control  symptoms  should  be  chosen  and  medication  should  be  discontinued  as 
promptly  as  possible 

Adminislralion  should  be  cyclic  (eg,  three  weeks  on  and  one  week  oil) 

Altempis  lo  discontinue  or  taper  medication  should  be  made  at  three- 10  six-month  intervals 
Usual  dosage  range  2 g lo  4 g daily  intravaginally,  depending  on  Ihe  severity  ol  the  condition 
Treated  patients  with  an  inlaci  uterus  should  be  monitored  closely  tor  signs  ol  endometrial  cancer  and 
appropriate  diagnostic  measures  should  be  taken  lo  rule  out  malignancy  in  the  event  ol  persistent  or  recurring 
abnormal  vaginal  bleeding 
References: 

1.  Lindsay  R,  Hart  DM,  Clark  DM  The  minimum  elleclive  dose  ol  estrogen  lor  prevention  ol  postmenopausal 
bone  loss  Ofisfel  Gynecol  1984.63  759-763  2.  Studd  JWW,  Thom  MH.  Paterson  MEL,  etal  The  prevention  and 
Irealmeni  ol  endometrial  pathology  in  postmenopausal  women  receiving  exogenous  estrogens,  in  Pasetio  N 
Paoletli  R.  Ambrus  JL  (eds)  The  Menopause  and  Postmenopause  Lancaster,  England,  MTP  Press  Ltd,  1980. 
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PHYSICIANS, 
SCHEDULE 
SO«tf  TIME  FOR 
YOUR  COUNTRY. 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physiaans.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  m addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
A CHALLENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It’s  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
medical  center.  You  may  wish  to 
explore  the  special  challenges  of  your 
specialty  in  triage.  Certainly  you'll  be 
confronted  by  challenges  very 
different  from  your  daily  routine. 

You'll  also  have  an  opportunity 
to  participate  in  a number  of  pro- 
grams in  which  you’ll  be  able  to 
exchange  views  and  information  with 
other  surgeons  from  all  over  the 
country. 

The  Army  Reserve  understands 
the  time  demands  on  a busy  physi- 
cian, so  you  can  count  on  us  to  be 
totally  flexible  in  making  time  for  you 
to  share  your  specialty  with  your 
country.  We  ll  arrange  your  training 
program  to  work  with  your  practice. 

To  find  out  about  the  benefits  of 
serving  with  a nearby  Army  Reserve 
unit,  we  recommend  you  call  our 
Army  Medical  Personnel  Counselor. 


PHYSICIANS.THERE 
ARE  TWO  KINDS 
OF  FLEXIBILITY  IN 
THE  ARMY  RESERVE 
WE  THINK  YOU'LL  LIKE. 

One,  time.  We  know  how 
tough  it  is  for  a busy  physician 
to  make  weekend  time  commit- 
ments. So  we  offer  flexible 
training  programs  that  allow  a 
physician  to  share  some  time 
with  his  or  her  country.  We 
arrange  a schedule  to  suit  your 
requirements. 

Two,  the  opportunity  to 
explore  other  phases  of  medi- 
cine, to  add  a different  kind  of 
knowledge— the  challenge  of 
military  health  care.  It’s  a flexi- 
bility which  could  prove  to  be 
both  stimulating  and  reward- 
ing, with  the  opfxirtuniry  to 
participate  in  a variety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 


ARMY  RESERVE. 
BEALLYOUCANBE. 


HERE'S  ONE  DOCTOR 
WHO  WON'T  PAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 

The  Army  covers  his  premiums. 
Since  he's  an  Army  Physician , there  are 
a lot  of  worries  associated  with  private 
practice  that  he  won’t  have  to  con  tend 
with.  Likeexcessivepaperwork,  and  the 
overhead  costs  incurred  in  running  a 
privatepractice. 

What  he  will  get  is  a highly  challeng- 
ing, highly  rewardingexperience.  The 
Armyoffers  varied  assignments, 
chances  to  specialize,  or  further  your 
education,  and  towork  witha  teamof 
dedicated  healthcare  professionals. 

Plus  a generous  benefits  package. 

Ifyou’re  interested  in  practicinghigh 
quality  healthcare  with  a minimum  of 
administrative  burdens,  examine  Army 
medicine.  Talk  to  your  local  Army 
Medical  Department  Counselor  for 
more  information 

ARMY  MEDICINE. 

BE  AUYOU  CAN  BE. 


MAJOR  OPPORTUNITIES  FOR 
HEALTH  PROFESSIONALS. 


ARMY  MEDICINE 
3101  MAGUIRE  BLVD 
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Represent  your  medical  staff 


For  Information  Contact: 

Department  of  Hospital  Medical 
Staff  Services 

American  Medical  Association 
535  North  Dearborn  Street 
Chicago,  Illinois  60610 
Phone  (312)  645-4747  or  645-4753 


AMA  PANEL  SPLIT  ON  MAMMOGRAPHY’S 
EFFECTIVENESS  UNDER  AGE  50 


Mammography  is  a safe  method  for  screening 
asymptomatic  women  younger  than  age  50  years  for 
breast  cancer,  says  an  AMA  science  study  panel  report  in 
JAMA,  but  the  group  is  split  on  mammography’s 
effectiveness  in  reducing  breast  cancer  mortality  in  these 
women. 

Sixty-six  percent  of  the  103-member  Dignostic  and 
Therapeutic  Technology  Assessment  (DATTA)  expert 
review  committee  consider  the  procedure  to  be  esta- 
blished as  safe  for  women  in  this  age  group;  7 percent 
consider  it  still  experimental  and  4 percent  find  it  unsafe. 
Twenty-four  percent  were  undecided. 

On  the  issue  of  mammography’s  effectiveness  in  this 
age  group,  however,  only  46  percent  of  the  panelists 
consider  the  procedure  to  be  established  as  effective, 
while  49  percent  were  either  unsure  or  consider  it  to  be 
experimental.  Five  percent  consider  it  ineffective. 

The  report  reviews  data  from  several  major  trials 
designed  to  define  mammogrphy’s  role  in  screening 
asymptomatic  women  for  breast  cancer.  Results  so  far 
are  inconclusive  on  the  technique’s  effectiveness  in 
reducing  mortality  among  younger  women,  the  report 
says.  Other  trials  are  in  progress  in  Sweden  and  Canada. 
“The  technique  is  safe,  but  the  epidemiologic  evidence 
for  decreased  mortality  in  women  younger  than  50  years 
old  is  still  only  suggestive,’’  the  report  says. 

In  2983,  the  report  notes,  the  AMA’s  Council  on 
Scientific  Affairs  endorsed  a baseline  mammogram  atage 
35  to  40  years,  to  be  followed  in  women  age  40  or  older  by 
screening  mammograms  at  one  to  two-year  intervals  or  at 
the  discretion  of  the  patient’s  physician.  “Until  the  results 
of  the  large  trials  now  in  progress...  are  available,’’  they 
conclude,  the  use  of  screening  mammography  in  women 
younger  than  50  years  of  age  must  be  based  on  each 
physician’s  judgment.” 

JAMA  September  II,  1987 


CME  IN  SOVIET  UNION  CALLED 
COMPREHENSIVE  AND  SYSTEMATIC 


Motivated  by  promotional  opportunities  within  the 
Soviet  medical  system  and  by  requirements  of  the 
Ministries  of  Health,  qualified  physicians  in  the  Soviet 
Union  participate  in  continuing  medical  education 
(CME)  and  in  evaluations  of  the  effectiveness  of  that 
training,  according  to  a report  in  JAMA. 

Professor  Felix  Vartanian  of  the  Central  Order  for 
Lenin  Institute  for  Advanced  Medical  Studies,  Moscow, 
describes  the  Soviet  system  of  CME  in  detail  and  calls  for 
international  collaboration  on  improving  CME  world- 
wide. In  the  Soviet  Union,  “CME  is  organized  by  the 
state  and  is  subject  to  central  management  and  goal 
setting,  while  the  planning  process  is  decentralized  and 
responds  to  priority  educational  needs  and  ensures 
relevance  in  training  programs,  continuity  in  profes- 
sional development,  and  compliance  with  existing 
standards  of  professional  performance,”  he  says. 

In  the  USSR,  Vartanian  writes,  more  than  one  million 
physicians  provide  care  to  more  than  270  million  citizens. 
Another  six  million  full-time  allied  health  care  workers 
assist  the  physicians. 

More  than  one  million  health  care  workers  undergo 
CME  in  some  form  in  any  given  year,  the  author  reports. 
Practicing  physicians  must  have  training  in  a specified 
field  every  five  years.  “This  is  a compulsory  social  and 
professional  obligation  and  provides  the  basis  for  the 
central  planning  of  CME”,  according  to  Vartanian. 

Taking  the  importance  of  continuing  training  a step 
further,  the  USSR  has  developed  a process  of  adminis- 
tering questionnaires  that  measure  performance  stan- 
dards of  physicians  and  of  the  institutions  where  they 
practice  medicine,  Vartanian  says.  These  questionnaires, 
“measure  positive  changes  in  health  status  indicators  and 
population  feedback  on  quality  of  health  care  and  perfor- 
mance standards  of  health  care  personnel,”  he  explains. 
Even  so,  he  concedes,  “there  is  still  a long  way  to  go 
before  we  can  realy  correlate  statistically,  or  otherwise, 
the  impact  of  CME  on  the  quality  of  health  care 
provision.” 

Finally,  Vartanian  stresses  that  problem-solving  and 
logical  decision-making  are  becoming  more  important  in 
the  CME  teaching  and  learning  model.  The  strategy  of 
promotion  of  the  effectiveness  of  CME,  he  says,  “has  a 
very  wide  spectrum — from  conventional  methods  of 
evaluation,  including  the  creation  of  new  and  sensitive 
methods  of  evaluation,  to  brain  functioning  problems. 
The  development  of  such  a strategy  could  be  the  key  to 
further  improvement  of  CME  around  the  world.” 

International  collaboration,  with  the  active  involve- 
ment of  the  World  Health  Organization,  is  necessary  for 
taking  “the  next  step  forward  in  this  complex  field  of 
human  activity,”  the  report  concludes. 

JAMA  September  II,  1987 
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SMOKING  AND  ORAL  CONTRACEPTIVE  USE 

Women  who  smoke  and  use  oral  contraceptive  (OCs) 
are  at  increased  risk  of  heart  attack,  but  smoking  is  the 
greater  risk  factor  of  the  two,  a study  in  JAMA  says. 
Gary  M.  Goldbaum,  MD,  now  of  the  Thurston  County, 
Wash.,  Health  Department,  and  colleagues  at  the 
Centers  for  Disease  Control,  Atlanta,  reached  the 
conclusion  by  comparingdata  from  a national  health  risk 
factor  survey  with  data  on  non-fatal  heart  attacks  among 
U.S.  women  in  1982.  For  that  year,  they  estimate,  more 
than  3,000  non-fatal  heart  attacks  among  women  aged  35 
to  44  years  might  have  been  prevented  if  women  neither 
smoked  nor  used  OCs.  But  because  of  its  high  prevalence, 
smoking — regardless  of  OC  use  status — was  the  major 
risk  factor,  they  say.  While  non-smokers  who  used  OCs 
accounted  for  7.5  percent  of  these  “excess”  heart  attack 
cases,  they  note,  smokers  who  did  not  use  OCs  accounted 
for  75.4  percent.  “Therefore,  health  care  providers  need 
to  intensify  their  efforts  to  reduce  smoking  among  their 
patients,”  the  authors  conclude. 

JAMA  September  II,  1987 


VITAMIN  A DEFICIENCY  TEST 


Vitamin  A deficiency  among  young  children  in 
developing  countries  causes  blindness  and  can  lead  to 
other  illness.  Direct  serum  vitamin  A measurement  in 
such  settings  is  difficult,  but  a study  in  September’s 
Archives  of  Ophthalmology  saysa  simple,  reliable  test  may 
now  be  available  to  identify  children  at  risk  by  detecting 
mild  xerophthalmia,  the  “dry-eye”  problems  seen  with 
vitamin  A deficiency.  Gantira  Natadisastra,  MD,  of  the 
University  of  Padjajaran,  Bandung,  Indonesia,  and 
colleagues  at  the  Johns  Hopkins  Hospital,  Baltimore, 
used  the  test,  impression  cytology,  to  study  75  Indonesian 
children  with  mild  xerophthalmia  and  75  normal 
controls.  Impression  cytology  involves  non-traumatic 
sampling  and  analysis  of  cells  from  the  outer  eye  surface. 
Results,  which  were  closely  correlated  with  baseline 
serum  vitamin  A levels,  gauged  improvement  in  affected 
children  after  vitamin  A therapy.  The  test  also  spotted 
pre-clinical  abnormalities  in  a significant  percentage  of 
controls  and  documented  post-treatment  improvement. 


GENETIC  FACTORS  IN  SKIN  DISEASE 

Two  studies  in  September’s  Archives  of  Dermatology 
suggest  a genetic  link  in  the  development  of  two  serious 
skin  problems.  In  the  first  study,  Christoph  Luderschmidt, 
MD,  of  the  Rheinische  Friedrich-Wilhelms  University, 
Bonn,  West  Germany,  and  colleagues  conducted  genetic 
analyses  on  136  patients  with  progressive  systemic 
scleroderma,  a chronic  hardening  and  thickening  of  the 
skin.  .They  found  that  several  genes  linked  to  human 


leukocyte  antigen  (HLA),  a cell  surface  protein,  appear 
to  control  a patient’s  susceptibility  to  the  disease,  with 
different  genes  associated  with  different  aspects  of  the 
disease.  In  the  second  study,  Jean-CIaude  Roujeau,  MD, 
of  the  Hospital  Henri  Mondor,  Creiteil,  France,  and 
colleagues,  performed  similar  HLA  typing  in  44  patients 
suffering  from  toxic  epidermal  necrolysis  (TEN),  severe 
blistering  often  caused  by  drug  reactions.  Different 
HLA-linked  genes  were  found  to  be  associated  with 
different  drug-related  cases  of  TEN,  the  researchers 
report. 


PSYCHIATRIC  DISORDERS  AMONG  CHILDREN 


A study  in  September’s  Archives  of  General  Psychiatry 
on  emotional  and  behavioral  problems  among  children 
in  Canada  indicates  that  despite  high  overall  prevalence 
of  various  disorders,  relatively  few  affected  children  are 
receiving  specialized  mental  health  services.  David  R. 
Offord,  MD,  of  Chedoke- Me  Master  Hospitals,  Hamilton, 
Ontario,  and  colleagues  studied  the  prevalence  of  four 
problems  — conduct  disorder,  hyperactivity,  emotional 
disorder  and  somatization — in  children  in  some  1,900 
Ontario  households.  Among  children  aged  4 to  16  years, 
the  overall  prevalence  rate  of  one  or  more  disorders 
within  the  six  months  prior  to  the  study  was  18  percent, 
yet  only  one  in  six  of  these  children  received  mental 
health  or  social  services  in  that  six-month  period.  The 
prevalences  of  hyperactivity  and  one  or  more  disorders 
were  significantly  higher  in  urban  areas  than  rural  areas. 


PEDIATRIC  ICUs  VARY  WIDELY  IN 
EFFICIENCY,  APPROPRIATENESS  OF  USE 

Evidence  indicates  significant  variation  in  efficiency 
and  use  patterns  of  pediatric  intensive  care  units  (PICUs), 
reports  a study  in  JAMA.  The  report  calls  for  a new 
approach  to  risk  assessment  of  PICU  patients  based  on 
consistent,  objective  standards. 

In  their  ICU  efficiency  use  analysis  survey,  Murray  M. 
Pollack,  MD,  of  the  George  Washington  University 
School  of  Medicine  and  the  Children’s  Hospital  National 
Medical  Center,  Washington,  DC,  and  colleagues 
studied  1,668  patients,  who  accounted  for  6,962  patient- 
days,  in  eight  PICUs.  The  units  surveyed,  each  with  four 
to  16  beds,  were  in  university  or  university-affiliated 
hospitals.  According  to  the  authors,  “This  is  the  first  ICU 
efficiency  analysis  to  use  objective  criteria  that  account 
both  for  the  unique  therapeutic  services  available  in  the 
PICU  and  for  quantitative,  daily  assessments  of  severity 
of  illness.” 

Noting  that  physicians  admit  many  patients  to  PICUs 
inappropriately,  the  authors  cite  a previous  study  in 
which  97  percent  of  pediatric  ICU  admission  had  a 
mortality  risk  of  less  than  1 percent.  Even  when  initial 
admission  to  PICUs  are  appropriate,  stays  are  often 
prolonged  unnecessarily,  the  report  says. 
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Using  the  Physiologic  Stability  Index,  which  assesses 
34  variables  from  seven  physiological  systems,  the 
researchers  monitored  patient  mortality  risk  in  the  ICUs 
studied.  They  also  looked  at  the  care  given  to  each  patient 
by  using  a scale  called  the  Therapeutic  Intervention 
Scoring  System. 

By  quantifying  care  given  and  the  need  for  care,  the 
authors  developed  efficiency  ratings  for  each  PICU. 
Ratings  ranged  from  a low  of  54.7  percent  to  a high  of 
89.4  percent. 

The  researchers  believe  that  “using  the  objective 
criteria  and  definitions  developed  for  this  analysis,  an 
efficiency  target  of  80  percent  seems  reasonable”  for 
PICUs.  Although  acknowledging  that  changing  clinical 
practices  to  achieve  such  a goal  is  a “difficult  task,”  the 
study  proposes  development  of  observation  units  to 
monitor  low-risk  patients;  an  objective  assessment 
method  to  target  patients  appropriate  for  early  discharge; 
routine  efficiency  evaluations  developed  at  individual 
institutions  to  alert  staff  to  inefficiencies;  and  careful 
evaluation  of  need  prior  to  any  future  PICU  bed 
expansion. 

“This  analysis  has  national  importance  for  the 
containment  of  pediatric  intensive  care  costs,”  say  the 
authors.  In  intensive  care  units,  they  note,  high  patient 
care  costs  results  from  technologically  intensive  care. 
Low-risk  patients  require  less  expensive  labor  intensive 
care  that  can  be  provided  with  routine  or  intermediate 
levels  of  nursing  care,  they  say. 

Citing  physician  uncertainty  as  a legitimate  basis  for 
inappropriate  PICU  admissions.  Pollack  and  colleagues 
see  significant  variation  in  the  “threshold  of  uncertainty” 
among  physicians  at  various  institutions.  They  conclude, 
“Accurate  and  objective  methods  of  risk  assessment  that 
enhance  physician  decision  making  are  needed  to 
improve  PICU  efficiency.” 

JAMA  Septiembre  18.  1987 


ANTIBIOTIC  RESISTANCE  OF  SALMONELLA 
INCREASES 

The  antibiotic  resistance  of  Salmonella  strain  isolated 
from  humans  in  the  United  States  has  increased  signifi- 
cantly in  recent  years,  heightening  concern  about  this 
public  health  problem,  reports  a study  in  JAMA. 

Previous  use  of  antibiotics  (in  the  month  before  onset 
of  illness)  was  a key  risk  factor  for  acquiring  such 
resistant  strains,  report  Kristine  L.  MacDonald,  MD, 
now  of  the  minnesota  Department  of  Health,  Minneapolis, 
and  colleagues  at  the  Centers  for  Disease  Control, 
Atlanta.  The  authors  can’t  pinpoint  a cause  for  the 
overall  trend  toward  increased  resistance  that  they  note, 
but  speculate  that  increased  use  of  antibiotics  in  animal 
feed  may  be  a factor,  at  least  for  one  antibiotic. 

The  study  looked  at  changes  in  the  antimicrobial 
susceptibility  of  Salmonella  organisms  isolated  from 
humans  in  a random  sample  of  U.S.  counties  between 
1979  and  1980  and  1984  and  1985.  Resistance  to  one  or 
more  antibiotics  increased  from  16  percent  in  1979  and 


1980  to  24  percent  in  1984  and  1985.  There  also  were 
statistically  significant  increases  in  the  proportion  of 
organisms  resistant  to  only  one  antimicrobial;  in  the  rate 
of  resistance  of  one  common  strain,  S.  typhimurium\  and 
the  rate  of  resistance  to  tetracycline.  However,  the  pro- 
portion of  resistant  strains  of  another  major  subtype, 
S.  heidelberg,  declined  sharphy. 

“Previous  use  of  antimicrobials  for  unrelated  medical 
conditions  is  emerging  as  an  important  risk  factor  for 
acquiring  infections  with  resistant  Salmonella  organisms," 
the  authors  say.  Physicians  need  to  recognized  this  in 
prescribing  antibiotics,  they  conclude,  calling  for 
periodic  population-based  studies  to  effectively  monitor 
trends  in  Salmonella  resistance  and  infection  risks. 

JAMA  September  18,  1987 


EEC  ACTIVITY  FOLLOWING  BRAIN  DEATH 

Advocating  an  electroencephalogram  (EEG)  as  a 
confirmatory  test  of  brain  death  may  be  of  little  value, 
since  EEG  activity  can  still  be  recorded  even  after 
clinically  determined  brain  death  occurs,  says  a report  in 
September’s  Archives  of  Neurology.  Madeleine  M.  Grigg, 
MD,  of  the  Stritch  School  of  Medicine,  Loyola 
University  of  Chicago,  Maywood,  111.,  and  colleagues 
studied  56  patients  clinically  diagnosed  as  brain  dead 
over  a 29-month  period.  Eleven  of  these  had  EEG  activity 
following  diagnosis  of  brain  death,  says  the  report.  The 
activity,  of  varying  patterns,  was  an  average  of  nearly  37 
hours  in  duration  but  lasted  as  long  as  168  hours,  the 
authors  say.  Regardless  of  EEG  activity,  the  report  notes, 
none  of  the  11  patients  recovered;  all  fulfilled  stringent 
clinical  brain  death  criteria.  “The  relatively  frequent 
occurrence  of  EEG  activity  after  brain  death  would 
suggest  reliance  on  the  EEG  to  confirm  brain  death  may 
be  unwearranted,”  the  report  concludes. 


GRAFT  FROM  EAR  USED  FOR  NOSTRIL  REPAIR 

Tiny  grafts  made  of  skin  and  cartilage  taken  from  the 
ear  increasingly  are  being  used  to  repair  nasal  defects 
caused  congenitally  or,  more  often,  by  less-than- 
unsuccessful  rhinoplasty.  A report  in  September’s 
Archives  of  Otolaryngology-Head  and  Neck  Surgery 
describes  using  such  grafts  to  fix  severe  nostril  defects 
(such  as  retractions  or  pinching)  in  five  elective 
rhinoplasty  patients.  Frank  Kamer,  MD,  of  UCLA,  and 
Sherry  Ann  McQuown,  MD,  of  the  Oregon  Health 
Sciences  University,  Portland,  say  the  five  had  functional 
as  well  as  cosmetic  problems.  Small  bits  of  tissue  from 
inside  the  outer  part  of  the  ear  were  used  to  fix  the  defects. 
The  donor  site  heals  with  an  imperceptible  scar  and  the 
grafts,  “when  handled  properly  and  placed  intoa  healthy 
vascularized  recipient  bed. ..survive  well,”  says  the 
report.  “Results  have  been  satisfactory  to  alleviate  the 
functional  and  cosmetic  difficulties  in  patients  requiring 
(nostril)  revision,”  it  says. 
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CHILDHOOD  ANEMIA  DOWN  DRAMATICALLY 
IN  LAST  DECADE 


Improved  nutrition  is  credited  with  causing  a sharp 
drop  in  the  prevalence  of  anemia  among  low-income 
children  under  age  5 years  in  the  United  States,  a report  in 
JAMA  says.  In  1985,  2.9  percent  of  children  screened  for 
anemia  tested  positive,  compared  with  7.8  percent  of 
those  tested  a decade  earlier,  according  to  the  report. 

Ray  Yip,  MD,  MPH,  of  the  Centers  for  Disease 
Control,  Atlanta,  and  colleagues  looked  at  health  records 
of  children  age  6 to  60  months  in  six  states  that  consis- 
tently participated  in  various  public  health  programs  for 
low-income  children  from  1975  to  1985.  The  dramatic 
decrease  in  anemia  appeared  among  all  race,  age  and 
socioeconomic  status  groups  studied.  All  subjects  were 
low-income,  but  factors  such  as  parents’  education  level 
were  used  in  establishing  socioeconomic  status. 

Half-a-million  youngsters  were  included  in  the  study 
and  more  than  1.5  million  laboratory  reports  examined. 
In  defining  a diagnosis  of  anemia,  the  authors  used  a 
slightly  lower  cutoff  for  blood  test  indications  of  the 
presence  of  anemia  than  is  used  by  the  Women,  Infants, 
and  Children  (WIC)  program.  This  approach  eliminated 
chance  inclusion  of  cases  near  the  WIC  cutoff  and 
avoided  the  possibility  of  overreporting  of  test  results  just 
below  WIC  standards. 

Although  the  authors  acknowledge  the  importance  of 
government-funded  nutrition  programs  such  as  WIC, 
they  cite  numerous  additional  reasons  for  the  decrease  in 
anemia.  Those  include  greater  frequency  and  duration  of 
breast-feeding;  substitution  of  iron-fortified  formulas  for 
unfortified  formulas  and  cow’s  milk;  a trend  toward 
longer  use  of  iron-fortified  formulas;  and  increased  use  of 
iron-fortified  infant  cereals.  They  also  credit  “concerted 
nutrition  education  efforts  of  the  pediatric  community.’’ 

The  improvement  in  nutrition  patterns  and  resultant 
decrease  in  childhood  anemia  also  has  been  seen  among 
middle-income  children.  The  authors  note  related  studies 
and  a National  Food  Consumption  Survey  that  indicate  a 
higher  daily  intake  of  iron  among  youngsters  in  this 
country. 

In  an  accompanying  editorial,  James  A.  Stockman  III, 
MD,  of  Northwestern  University  Medical  School  and  the 
Children’s  Memorial  Hospital,  Chicago,  calls  the  report 
“good  news  and  bad  news.”  Iron  deficiency  anemia,  he 
says,  “remains  the  most  prevalent  nutritional  disease  in 
the  world  today.”  He  contends  that  although  much 
progress  has  been  made  in  overcoming  childhood 
anemia,  there  is  still  more  work  to  be  done. 

The  WIC  program  for  nutritional  supplementation 
was  established  in  the  1970s  to  address  problems  such  as 
low  intake  by  low-income  groups  of  essential  nutrients 
such  as  iron.  Only  the  Food  Stamp  and  School  Nutrition 
programs  exceed  WIC  in  scope.  Although  WIC  reached 
2.8  million  children  and  nursing  mothers,  that  is 
estimated  to  be  only  25  to  30  percent  of  those  actually 
eligible  for  the  program. 

Stockman  admonished  those  responsible  for  funding 


WIC  and  other  nutrition  programs  that  these  efforts  are 
never  as  adequate  as  they  should  be.  “These  data  should 
provide  momentum  to  keep  pressure  on  those  responsible 
for  continuation  of  funding  as  well  as  for  increased 
funding  of  nutritional  support  programs,”  he  concludes. 

JAMA  September  25,  1987 


RESTORING  FUNCTION  TO  LOW  BACK 
PAIN  SUFFERERS 


Employers  and  the  federal  government  are  concerned 
that  chronic  low  back  pain,  especially  resulting  from 
work-related  injuries,  is  the  most  costly  benign  condition 
in  the  United  States  today.  Treatment  aimed  at  restoring 
physical  function  can  significantly  improve  the  return-to- 
work  status  of  back  injury  sufferers,  says  a report  in 
JAMA. 

Tom  G.  Mayer,  MD,  of  the  University  of  Texas  Health 
Science  Center,  Dallas,  and  colleagues  looked  at  sufferers 
of  chronic  low  back  pain  over  a two-year  post-treatment 
period.  Patients  in  the  study  were  divided  into  two 
groups;  those  receiving  treatment  (116  patients)  and 
those  not  involved  in  the  study’s  treatment  program 
(72  patients).  Degree  of  functional  disability  was  compa- 
rable in  both  groups. 

The  patients  in  the  treatment  group  were  involved  in  a 
functional  restoration  program  including  three  57-hour 
weeks  of  intensive  outpatient  rehabilitation.  Specific 
exercises  training  in  functional  tasks,  work  simulation 
and  education,  were  components  of  the  program. 
Patients  in  the  non-treatment  group  included  those  who 
instead  had  additional  surgeries,  participated  in  conven- 
tional “pain  clinic”  prograrrts,  or  began  the  functional 
restoration  sequence  and  later  dropped  out. 

A two-year  follow-up  survey  reached  85  percent  of 
both  groups,  the  authors  say.  Results  indicated  that 
among  those  in  the  treatment  group,  87  percent  were 
actively  working,  while  only  41  percent  of  those  in  the 
non-treatment  group  were  working.  In  addition,  more 
than  twice  as  many  of  those  in  the  non-treatment  group 
had  back  surgery  than  did  those  in  the  treatment  group, 
the  researchers  report. 

The  authors  also  looked  at  other  “societal  outcome 
measures”  that  reflected  the  program’s  success.  Resolu- 
tion of  outstanding  litigation  and  kind  and  amount  of 
additional  medical  care  were  examined.  These  measures 
contrasted  to  those  examined  in  previous  studies  of  pain 
clinic  patients  that  used  “quality  of  life”  measures  as 
opposed  to  socioeconomic  ones. 

The  authors  say  the  issue  of  returning  to  work  is  a 
complex  one,  “reflecting  not  only  medical  but  also  social 
and  economic  factors.”  “While  return  to  work  represents 
a multi-functional  dimension,  its  primary  determinants 
are  improvement  in  physical  capacity  and  renewal  of 
psychological  motivation  to  become  productive,”  they 
add. 

Although  the  authors  cannot  isolate  what  they  term 
the  “active  ingredients”  of  the  program’s  success,  clearly 
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motivation,  education  and  communication  are  central 
factors.  The  key  is  the  comprehensive,  multidimensional 
nature  of  the  program  and  inclusion  of  all  aspects  of  the 
program  are  required  to  establish  and  sustain  successful 
treatment  for  all  patients.  Treatment  success  in  this  study 
in  measured  by  the  patient’s  returning  to  work  and 
becoming  a contributing  member  of  society  rather  than 
remaining  “discabled”  by  chronic  back  pain. 

JAMA  October  2.  1987 


“LOWER  THE  BETTER’’  MAY  NOT  BE  TRUE  IN 
BLOOD  PRESSURE  CONTROL 


In  hypertension  patients,  there  appears  to  be  a point 
below  which  further  blood  pressure  reduction  offers  no 
additional  treatment  benefit,  concludes  a study  in 
JAMA. 

“To  improve  the  prognostic  outlook  in  hypertensives 
we  must  improve  all  our  risk  factor  interventions,  consi- 
dering the  total  cardiovascular  risk  profile,’’  say  Ola 
Samuelsson,  MD,  PhD,  of  the  University  of  Goteberg, 
Sweden,  and  colleagues.  “Hence,  rather  than  further 
lowering  our  goal  BP,  our  first  step  would  be  to  more 
effectively  treat  elevated  serum  cholesterol  levels. ..and  to 
enhance  our  efforts  to  improve  the  entire  life-style.’’ 

The  study  looked  at  the  relationship  between  cardio- 
vascular disease  (CVD)  morbidity  and  control  of  blood 
pressure  and  serum  cholesterol  in  686  treated,  middle- 
aged  hypertensive  men  followed  for  12  years.  “Analyses 
of  CVD  morbidity  in  relationship  to  changes  in  BP  and 
serum  cholesterol  levels  clearly  showed  that  a combined 
reduction  of  both  risk  factors  was  necessary  to  achieve  a 
substantial  reduction  in  morbidity,’’  it  reports. 

The  authors  report  a significant  association  between 
total  CVD  morbidity  during  the  last  nine  years  of  follow- 
up and  the  relative  reduction  in  cholesterol  levels  during 
the  first  three  years.  The  relative  degree  of  BP  reduction, 
however,  showed  no  association  with  reduced  CVD  risk. 
“If  serum  cholesterol  levels  remained  unchanged  or  even 
increased,  the  effect  of  BP  reduction  was  small,  whereas  a 
substantial  reduction  in  both  risk  factors  produced  a 
substantial  reduction  in  CVD  and  (coronary  heart 
disease)  morbidity,’’  they  note. 

“Surprisingly,  for  mean  in-study  systolic  and  diastolic 
BP  there  seemed  to  be  a level  (about  1 50/85)  below  which 
further  reduction  of  BP  had  no  additional  benefit  from 
treatment,”  the  study  concludes.  “ Thus  the  expression 
‘the  lower  BP,  the  better’  does  not  seem  to  be  true  in 
treated  hypertension.” 

JAMA  October  2.  1987 


HEART  PROBLEMS  IN  ADULTS  WITH 
DOWN’S  SYNDROME 


Heart  abnormalities  are  well-known  in  children  with 
Down’s  syndrome  but  there  are  few  data  on  the  cardiac 
status  of  adults  with  Down’s.  A study  in  JAMA  suggests 
certain  valve  problems  may  be  specifically  associated 
with  Down’s  adults.  Samuel  Z.  Goldhaber,  MD,  of  the 
Brigham  and  Women’s  Hospital  and  Harvard  Medical 
School,  Boston,  and  colleagues  performed  cardiac 
examination  on  35  asymptomatic  Down’s  adults  and 
report  only  10  had  normal  results.  The  most  frequent 
abnormalities  were  mitral  valve  prolapse,  which  affected 
20  subjects,  and  mild  aortic  regurgitation  (four  subjects). 
Previous  studies  suggest  these  problems  don’t  occur  in 
children  with  Down’s.  The  authors  say  more  study  is 
needed  to  determine  the  frequency  with  which  the 
asymptomatic  lesions  they  report  “progress  to  clinically 
important  cardiac  disease.” 

JAMA  October  2,  1987 
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FOR  GENERATIONS  CANCER 
PLAGUED  THIS  FAMIIY. 

THEN  WE  CAME  INTO  THE 
PKTURE. 


It’s  a tragic  coincidence  that  cancer  has  taken  so  many  members  of  this  family  over  the 
years. 

It  took  Frank  Domato  in  1961.  Patricia  O’Hara  Brown  in  1974.  And  Serafino  Gentile 
in  1982. 

But  the  fact  that  the  chain  of  tragedies  has  now  been  broken  is  no  coincidence  at  all. 

Over  the  last  40  years,  research  programs  supported  by  the  American  Cancer  Society 
have  made  increasing  progress  in  the  treatment,  detection  and  prevention  of  cancer. 

In  1985  alone,  the  Society  funded  over  700  projects  conducted  by  the  most  distinguished 
scientists  and  research  institutions  in  the  country. 

So  it’s  no  coincidence  that  in  1986,  cancer  did  not  take  Debra  Gentile— Frank  Domato’s 
great-granddaughter.  Just  as  it  didn’t  take  hundreds  of  j thousands  of  others  who  have  been 
successfully  treated  for  the  disease.  I 

You  see.  we  are  winning.  ^AMERICAN  CANCER  SOaETY' 

But  we  need  you  to  help  keep  it  that  way.  f Help  us  keep  winning. 


In  acute  and  chronic  edema  due  to  CHF 

FOR  PREDICTABLE  CONTROL 


• Less  potassium  loss  for  a given 
amount  of  sodium  excretion  than 
with  furosemide'^ 

• Predictable  dose  response^ 

• Diuresis  completed  hours  faster 
than  with  furosemide  after  oral 
dosing^ 

• Better  Gl  absorption^'^ 

• Early  evening  dosing  helps 
prevent  nocturnal 
dyspnea 

As  with  all  loop  diuretics,  excessive  doses 
of  BUMEX  can  lead  to  profound  diuresis 
with  water  and  electrolyte  depletion, 
including  hypokalemia,  so  serum  electro- 
lytes should  be  monitored. 


Bumex 

bumetanide/Roche 

0.5-mg,  1-mg  and  2-mg  scored  tablets;  2-ml  ampuls 
and  2-ml,  4-ml  and  10-ml  vials  (0.25  mg/ml) 


Reteiences:  1.  Flamenbaum  W:  AmJCordiol 57(2):38A-43A,  1986  2.  Broter  DC.  Fox  WR,  Chenno- 
vosinP;  J Clin  Pharmacol  21599-603.  1981  3.  Iber  FL,  Baum  RA.  J Clin  Pharmacol  21  697-700, 
1981  4.  Henning  R,  LundvoH  0:  Ear  J Clin  Pharmacol  6 224-227  1973.  5.  Physicians'  Desk  Refer- 
ence. 40th  ed  Oradell.  NJ,  Medicol  Ecohomics  Company,  1986,  pp  939,  1480  6.  Pentikainen  PJ, 
elal:  Br  J Clin  Pharmacol  4 39-44,  1977  7.  Lasix.  A Review  Somerville,  NJ,  Hoechst-Roussel 
Phormoceulicols  Inc , 1980 


BUMEX*^ 

(bumelonide/Roche) 

O.^mg,  1-tng  end  2-iT<g  scored  tablets 
2-inl  ampuls.  2-ml.  4-ml  and 
10-ml  vials  (0.25  mg/ml) 

Betore  prescribing,  please  consult  complete  product  Intormatton.  a summory  ot  which  tollows: 


WARNING:  Bumex  (bumetanIde/Roche)  is  a potent  diuretic  which,  it  given  in  excessive 
omounts.  con  ieod  to  a profound  diuresis  with  water  end  etectroiyte  depiehon.  Therefore, 
corefui  medicoi  supervision  is  required,  and  dose  and  dosage  schedule  have  to  be  adjusted  to 
the  Individual  pohenTs  needs  (See  under  DOSAGE  AND  ADMINISTRATION  In  complete  product 
information.) 


INDICATIONS  AND  USAGE : Edema  associated  with  congestive  heart  foilure,  hepatic  ond  renal  disease, 
including  the  nephrotic  syndrome 

Almost  equal  diuretic  response  occurs  otter  oral  and  porenteroi  administration  of  Bumex  If  imponed 
gastrointestinal  absorption  Is  suspected  or  oral  odministrolion  is  not  practical,  Bumex  should  be  given 
by  the  intromusculor  or  intravenous  route 

Successful  treatment  with  Bumex  following  instances  of  allergic  reoctlons  to  furosemide  suggests  o 
lock  of  cross-sensihvity 

CONTRAINDICATIONS:  Anurio  Hypersensitivity  and  in  patients  in  hepatic  coma  or  in  states  of  severe 
electrolyte  depiehon  Although  Bumex  con  be  used  to  induce  diuresis  in  renol  insufficiency,  any  marked 
increose  in  blood  ureo  nitrogen  or  creatinine,  or  the  development  of  oiigurio  during  therapy  of  patients 
with  progressive  renal  disease,  is  an  indication  for  discontinuation  ot  treatment 
WARNINGS:  Dose  should  be  adjusted  to  potienTs  needs  Excessive  doses  or  too  frequent  administration 
can  lead  lo  profound  water  loss,  electrol^e  depletion,  dehydration,  reduction  in  blood  volume  ond 
circulatory  collapse  with  the  possibility  of  vosculor  thrombosis  and  embolism,  particularly  in  elderly 
pohenis 

Prevention  of  hypokolemio  requires  particular  attention  in  patients  receiving  digitaiis  and  diuretics  for 
congestive  heart  faiiure,  hepatic  cirrhosis  ond  oscites,  states  ot  aldosterone  excess  with  normal  renol 
function,  potassium-losing  nephropathy,  certain  diarrheal  stales,  or  other  states  where  hypokolemio  is 
IhoughI  to  represent  porticulor  added  risk  lo  the  pohents 

In  patients  with  hepatic  cirrhosis  ond  oscites,  sudden  alterations  ol  electrolyte  balance  moy  precipitate 
hepatic  encephalopathy  and  coma  Treatment  in  such  patients  is  best  initiated  in  the  hospital  with 
smoii  doses  and  corelul  monitoring  of  the  patienTs  clinical  status  and  electrolyte  bolonce  Supplemental 
potassium  and/or  spironolactone  may  prevent  hypokolemio  and  metabolic  alkalosis  in  these  patients 
In  cots,  dogs  and  guineo  pigs,  Bumex  has  been  shown  to  produce  ototoxicity  Since  Bumex  is  about  40 
to  60  times  as  potent  as  furosemide.  it  Is  anticipated  that  blood  levels  necessary  lo  produce  ototoxicity 
will  rorely  be  achieved  The  potential  lor  ototoxicity  increases  with  Intravenous  therapy,  especially  at 
high  doses 

Ftatients  allergic  to  sulfonomides  may  show  hypersensitivity  to  Bumex 
PRECAUTIONS:  Measure  serum  potassium  periodically  ond  odd  potassium  supplements  or  potas- 
sium-sporing  diuretics,  it  necessary  Periodic  determinations  ol  other  electrol^es  ore  odvised  in  patients 
treated  with  high  doses  or  for  prolonged  periods,  porticulorly  in  those  on  low  salt  diets 


Hyperuricemio  may  occur  Reversible  elevations  of  the  BUN  ond  creatinine  may  occur,  especiolly  with 
dehydration  and  in  patients  with  renal  insulticiency  Bumex  may  increase  urinory  calcium  excretion 
Possibility  ol  etiect  on  glucose  metabolism  exists  Periodic  determinotions  of  blood  sugar  should  be 
done,  particularly  in  patients  with  diabetes  or  suspected  latent  diabetes 
Patients  should  be  observed  regularly  for  possible  occurrence  of  blood  dyscrosias,  liver  domoge  or 
Idiosyncratic  reactions 

Especially  in  presence  ol  impoired  renal  function,  use  ol  porenterolly  administered  Bumex  should  be 
ovoided  in  patients  to  whom  ominoglycoside  antibiotics  are  olso  being  given,  except  in  life-threotening 
conditions 

Drugs  with  nephrotoxic  potential  and  bumetonide  should  not  be  administered  simultaneously 

Since  lithium  reduces  renal  clearance  ond  odds  o high  risk  of  lithium  toxicity  it  should  not  be  given  with 

diuretics 

Probenecid  should  not  be  odministered  concurrently  with  Bumex 
Concurrent  theropy  with  indomethacin  not  recommended 

Bumex  may  potentiate  the  effects  ot  ontihyperlensive  drugs,  necessitating  reduction  in  dosoge 
Interaction  studies  in  humans  have  shown  no  effect  on  digoxin  blood  levels 
Interaction  studies  in  humans  have  shown  Bumex  to  hove  no  effect  on  warfarin  metabolism  or  on 
plasma  prothrombin  octivity 

Pregnancy  Bumex  should  be  given  lo  o pregnant  woman  only  it  the  potential  benefit  justifies  the 

potential  risk  to  the  fetus 

Bumetonide  may  be  excreted  in  breast  milk 

Pediatric  Use  Solefy  ond  effectiveness  below  age  18  not  established 

ADVERSE  REACTIONS:  Muscle  cramps,  dizziness,  hyootension,  headache  and  nauseo,  and  encepho-  4 

lopothy  (in  potients  with  preexisting  liver  diseose) 

Less  frequent  clinical  adverse  reactions  ore  weakness,  impaired  hearing,  rosh.  pruritus,  hives,  electro- 
cardiogrom  changes,  abdominal  pain,  orthritic  pom,  musculoskeletal  pom  and  vomiting 
Other  clinical  adverse  reactions  ore  vertigo,  chest  pain,  ear  discomfort,  lotigue,  dehydration,  sweating, 
hypen/entllation,  dry  mouth,  upset  stomoch,  renal  toilure,  osterixis,  itching,  nipple  tenderness,  diarrhea, 
premature  ejaculation  and  difficulty  maintaining  on  erection 

Laboratory  abnormalities  reported  are  hypemncemio,  azotemia,  hyperglycemia,  increased  serum 
creatinine,  hypochloremio,  hypokalemia,  hyponatremia,  and  variations  in  COj  content,  bicorbonote, 
phosphorus  and  colcium  Although  mohifestations  ol  the  phormocologic  action  ot  Bumex,  these 
conditions  may  become  more  pronounced  by  intensive  theropy 

Diuresis  induced  by  Bumex  may  also  rorely  be  accompanied  by  changes  in  LDH,  total  serum  bilirubin, 
seram  proteins,  SGOT,  SGPT,  alkaline  phosphotose.  cholesterol,  creatinine  clearance,  deviations  in 
hemoglobin,  prothrombin  time,  hematocrit,  platelet  counts  and  differential  counts  Increoses  in  urinary 
glucose  and  urinary  protein  hove  also  been  seen 

DOSAGE  AND  ADMINISTRATION: 

Oral  Administrohon  The  usuol  total  daily  dosage  is  0 5 to  2 0 mg  and  in  most  patients  is  given  as  o 
single  dose 

Parenteral  Administration  Administer  to  patients  (IV  or  IM)  with  Gl  absorption  problem  or  who  connot 
take  oral  The  usual  initial  dose  is  0 5 to  1 mg  given  over  1 to  2 minutes  It  insufticieni  response,  o 
second  or  third  dose  may  be  given  at  2 to  3 hour  inlervols  up  to  o maximum  ot  10  mg  o day 
HOW  SUPPLIED:  Tablets.  0 5 mg  (light  green),  I mg  (yellow)  ond  2 mg  (peach),  bottles  of  100  and 
500,  Prescription  Poks  ot  30,  Tei-E-Dose*  cartons  ol  100  Imprint  on  tablets  0 5 mg— ROCHE  BUMEX 
0 5.  1 mg- ROCHE  BUMEX  1,  2 mg-  ROCHE  BUMEX  2 

Ampuls.  2 mi.  0 25  mg/mi.  boxes  ot  ten  p i oees 

Vials.  2 ml,  4 ml  and  10  ml,  0 25  mg/ml,  boxes  ol  ten 


Roche  Laboratories 

a division  of  Hoffmann-La  Roche  Inc. 
Nutley,  New  Jersey  07110 


4 


COUNT WAY 


In  acute  and  chronic  edema  due  to  CHF 

A DIURETIC 
THAT  GIVES  YOU 
PREDICTABLE 
CONTROL 

Bumex 

bumetanide/Roche 

0.5-mg,  I-mg  and  2-mg  scored  tablets;  2-ml  ampuls 
and  2-ml,  4-ml  and  10-ml  vials  (0.25  mg/ml) 

Please  see  adjacent  page  for  references  and  summary  of  product  information. 

Copyright  © 1987  by  Hoffmann-La  Roche  Inc.  All  rights  reserved. 


/OL.73/NUM.12 


DICIEMBRE  10B7 


Sirviendo  a ios  Socios  de  ia  Cruz  Azui 


• 3,018  médicos  • 665  iaboratorios 

• 680  dentistas  • 570  farmacias 

• 184  hospitaies  privados  y púbiicos 


Un  emblema 
que  es  una 
garantía... 

En  todo  lugar  de  Puerto 
Rico  encontrarás  este 
emblema. 

Farmacias,  hospitales, 
médicos,  laboratorios, 
y dentistas  lo  exhiben 
con  orgullo. 

Ellos  constituyen  la 
mejor  garantía  de  que 
recibirás  los  servicios 
que  adquiriste  en 
tu  contrato  con  la 
Cruz  Azul. 

Cuando  necesites 
servicios  de  salud,  acude 
inmediatamente  con  tu 
tarjeta  Cruz  Azul  a un  ; 
proveedor  de  servicios 
que  exhiba  el  emblema  i 
“Bienvenidos,  Socios  íi 
Cruz  Azul’’.  ; 

Además  de  economizar  i 
dinero  y tiempo, 
encontrarás  en  ellos  j 
una  mano  amiga  y un  | 
servicio  esmerado.  f 
Para  tu  mejor  I 

conveniencia,  sigue  este : 
consejo  de  la  Cruz  Azul  .1 
a toda  su  matrícula. 

LA  CRUZ  AZUL 
DE  PUERTO  RICO 
Gente  Sirviendo 
a su  Gente 
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Columna  del  Editor 


Se  concluye  con  este  número  el  volumen  79 del  Boletín 
de  la  Asociación  Médica  de  Puerto  Rico  lográndose 
a su  vezcumplir  la  mayoría  de  las  metas  propuestas  por  la 
Junta  Editora  para  el  1987. 

La  nueva  Junta  de  Directores  ha  recomendado  que  la 
actual  Junta  Editora  continue  sus  funciones  un  año  más, 
honor  que  no  podemos  rechazar.  Esperamos  poder 
continuar  entregando  el  Boletín  puntualmente  y mante- 
ner la  excelencia  científica  y gráfica  que  actualmente 
posee.  También  nuestra  Asociación  continuará  enviando 
el  Boletín  gratuitamente  a todos  los  médicos  en 
adiestramiento  en  las  facilidades  hospitalarias  del 
Recinto  de  Ciencias  Médicas  de  la  Universidad  de  Puerto 
Rico  y confiamos  durante  el  año  poder  hacerlo  extensivo 
a otras  instituciones. 

Está  en  nuestros  planes  incluir  artículos  relacionados  a 
la  práctica  de  la  medicina,  considerando  sus  aspectos 
económicos,  éticos  y administrativos.  Se  planea,  junto 
con  el  Instituto  de  Educación  Médica  Continua,  publicar 
pruebas  de  auto-evaluación  y ofrecer  créditos  por  ello  a 
nuestros  lectores.  A su  vez,  el  Boletín  confía  publicar  con 
anticipación  todos  los  cursos  que  ofrecerá  este  Instituto 
de  Educación  Médica  de  manera  que  nuestros  miembros 
puedan  planificar  con  tiempo  sus  actividades  profesiona- 
les a nivel  local.  Hay  más  proyectos  y nuevas  ideas  rela- 
cionadas a nuestra  revista,  las  cuales  iremos  discutiendo 
durante  el  transcurso  del  año. 

Aprovechamos  para  desear  a nuestros  lectores  muchas 
felicidades  en  estas  Navidades  y que  el  nuevo  año  1988  les 
traiga  salud,  trabajo,  e ideas  buenas  para  el  mejoramiento 
de  nuestro  país. 


ascoaciom  veoca  de  p^pto  í=íco 

B0LETÍN 


VOLTS/NUMIS  aCIEMBRE  19S7 


NUESTRA  PORTADA 

Cartel  Navideño  por  el  artista  Rafael  Tufiño.  El  autor  nació  en  Nueva 
York,  en  1922.  de  padres  puertorriqueños.  Empezó  sus  estudios  en 
Puerto  Rico  con  el  maestro  español  Alejandro  Sánchez  Felipe.  Con  la 
ayuda  de  Juan  Rosado,  que  presidia  la  American  .Artist  Professional 
League,  de  Puerto  Rico,  se  va  a México  y estudia  en  la  .Academia  de  San 
Carlos,  bajo  la  dirección  de  Chávez  Morado,  Zalee,  Castro  Pacheco  y 
Luna.  También  recibió  clases  en  México,  de  Benjamin  Coria.  Ernesto 
Jorajuria,  Dublán,  Centeno  y Pallares. 

Al  regresar  a Puerto  Rico,  ingresó  en  la  División  de  Educación  de  la 
Comunidad,  y en  el  Centro  de  Arte  Puertorriqueño.  En  1956,  recibió  la 
beca  Guggenheim  y realizó  la  Serie  del  Café.  Lía  trabajado  en  la  Escuela 
de  Artes  Plásticas  del  Instituto  de  Cultura  y ha  expuesto  sus  pinturas  y 
grabados  en  varias  salas  de  Puerto  Rico.  Participó  en  la  Bienal  de 
México,  mientras  que  la  Biblioteca  del  Congreso,  de  Washington, 
adquirió  una  obra  suya,  y la  Reinhold  Publishing  Co.  publicó  uno  de 
sus  carteles  en  uno  de  sus  anuarios,  junto  a importantes  artistas  de 
Europa  y América. 

El  cartel  que  ocupa  nuestra  portada  fue  producido  en  los  talleres  de  la 
División  de  Educación  de  la  Comunidad  del  Departamento  de 
Instrucción  Pública  anunciando  el  programa  navideño  de  1974, 

La  Junta  Editora  agradece  la  colaboración  del  autor  y de  DI  VEDCO 
para  lograr  la  reproducción  del  cartel  en  el  Boletín. 


Rafael  Villavicencio,  MD,  FACC 

Presidente  Junta  Editora 

Boletín  Asociación  Médica  de  Puerto  Rico 
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LUJO  COM  SUMO  RESPETO 
POR  SU  DIMERO 

El  Chrysler  Fifth  Avenue  del  'fi  7 puede  complacer  a los  ricos,  o a las  personas  en  situación  próspera. 

Pero  nunca.. .nunca  complacerá  a las  personas  que  no  les  importa  lo  que  pagan  por  un  producto  de  calidad. 

Porque  a pesar  de  su  lujo  inherente,  el  Fifth  Avenue  en  ningún  momento  ignora  la  calidad. 

Por  ejemplo,  es  el  único  carro  de  lujo  que  a este  precio  le  ofrece  un  Plan  de  Protección  de  7 años  ó 70,000  mijias.  * 

La  lista  de  detalles  de  lujo  que  lo  acompañan,  es  una  historia  aparte,  fie  aquí  algunas  que  sobresalen; 

Auténtico  poder  V-8 — Sistemas  de  "Power  Control"  que  lo  liberan  de  la  fatiga  de  conducir — Aire  Acondicionado 
— Barreras  contra  el  ruido  exterior — Espacio  para  seis  pasajeros  en  asientos  acoginados. 

Ya  sea  en  lease  o haciéndolo  suyo,  no  encontrará  mejor  inversión  en  lujo,  comodidad  y valor  por  su  dinero  que  el  Chrysler  Fifth  Avenue 
Aproveche  su  visita  a Chrysler  Plymouth  de  RR.  para  obtener  detalles  de  nuestro  Preferred  Client  Plan. 

Es  una  nueva  y ventajosa  manera  de  obtener  su  automóvil,  si  cualifica. 


CON  7 AÑOS  ó 70,000 
MILLAS  de  GARANTIA 

CHRYSLER  MOTORS  reafirma  su  compro- 
miso de  excelencia  al  respaldar  todos  y cada 
uno  de  sus  vehículos  con  una  Garantía  limita- 
da de  7 años  ó 70,000  millas,  que  cubre  el 
motor  y el  tren  de  propulsión.  Además,  los 
garantiza  contra  perforaciones  por  oxidación 
en  la  carrocería  externa  por  7 años  ó 100,000 
millas.  Algunas  restricciones  aplican.  I’uru 
detalles,  vea  su  Dealer  Autorizado. 


Chrysler  Plymouth  de  Puerto  Rico 

SAN  JUAN  Avenida  Muñoz  Rivera  751  (Esq.  Jesús  T.  Piñero)  Rio  Piedras  Tel.  764-5070  • Ponce 
Expreso  de  Ponce  (Salida  para  Aguadilla)  Tel.  844-4585  • Centro  del  Sur  Avenida  Fagot  (Marginal) 
Tel.  843-5550  • Caguas  Carr.  Núm.  1 Km.  34.1  (Frente  a Villa  Blanca  Malí)  Tel.  746-7226  • Avenida 
Degeiau  Caguas  Tel.  746-3636  • Mayagüez  Carr.  Núm.  2 Km.  157.8  Tel.  833-31 10.a  Avenida 
Mendez  Vigo  No.  201  Oeste  Mayagüez  Tel.  833-.31 10 


NUEVO 


MEDIPREN 


® 

Caplets/ 
Tabletas 
de  200mg 
de  ibuprofen 


Una  altemativa  mejor  para 
dolores  musculares  y torceduras 


Poder  analgésico  comprobado... 

• Dosis  por  dosis,  2CX)mg.  de  ibuprofén 
MEDIPREN  suplen  alivio  tan  efectivo 
contra  el  dolor  como  óSOnig.  de 
aspirina.' 

• Reducción  ^nifícativa  en  la  severidad 
y duración  del  dolor  de  torceduras  y 
otras  heridas  al  tejido  Warxio.^ 

• Para  el  dolor  menor  de  la  artritis, 
una  acción  analgésica  que  fue 
considerada  efectiva  en  el  93%  de 
los  pacientes  que  exhitían 
primariamente  padecimiento  reumático 
no  articular  de  hombro  y espalda.^ 


Eficacia  analgésica  de  200mg  de  ibuprofén  vs. 
SSOmg  de  aspirina. 


■ 2CI0mg  de  íbuprofdn  (tF38) 
□ 650mg  de  aspirina  (n=37> 

■ placebo  (n°40) 


Adaptido  d.  Cooper  ai  al' 


..xon  menos  efectos  Gl 
secundarios 

• Se  tolera  mejor,  con  menos 
irritación  a la  mucosa  gástrica  que 
la  aspirina.'' 

• Menor  incidencia  de  efectos 
secundarios  Gl,  con  menos 
potencial  de  détf^o  serio  al  ; 
tracto  Gl. 

Una  aUemadva  m^or  para 
la  dlsmenonea  1 

• Eficacia  significativamente  m^ior  | 
que  la  de  650mg  de  ai^rira.^  ^ 


Dosis  sugerida:  Una  caplet  o tableta  q4-6  horas  SI  el  dolor  no 
respondiera,  pudieran  usarse  2 caplets  o tabletas  sin  exceder  l,2(X)mg  en  24  horas 
A los  pacientes  debe  alertárseles  a leer  y seguir  las  Indicaciones 
de  la  etiqueta  dei  producto.  No  deben  tomar  MEDIPREN  si  previamente 
han  tenido  reacción  alérgica  a la  aspirina. 

>»*«wnrtoii  t.  Cooper  SA.  Needle  SC  Kruw  OO.  Cotnparaltve  analgesic  poten»  of  aspMn  and  txqwcfea/Oral  Surg  l977dS!899'403. 2.  Mudde  OS:  Comparative  study  of 
Ixipiofcn  and  asjpidn  In  soft-tissue  InNiles.  tstudkp  basado  en  dosis  de  400  mg.  Vea  arriba  la  dosMcadón  sufrida.  Rheumatol  Rehobil  1974^3:141-147. 3.  Nasurion  AR:  Study  of 
the  analgesic  activities  of  fcuprcfen  compared  wM«  patacetamol  noceedb^  of  the  13th  Intemallorui  Codgiess  of  Rheumathology,  i^ota  toan,  1973.  pp  9-lt.  4.  Lanza  f.  Royer 
C,  Nelson  R.-  An  endoscopic  evaluallon  of  the  eftects  of  nan-seercMal  arriHnftamatoiy  dntgs  on  the  ^stric  mucosa.  GastmintemBnaoac  Í97S-2I:I03-H».  S.  Flower  RJ.  Moneada 
S.  Vane  JR:  Analgesic-antipyretics  and  antUnftammMoiy  agents;  drims  employed  In  the  treatment  of  gout  In  CMman  AC.  Goodman  IS,  RaHTW,  etal  (ed5>  The  Pharmacological 
Basis  of  Therapeutics,  ed  7.  New  Yotk,  MacmHan  PubBsnbw  Ca  1985,  p.  702. 6.  Shapiro  SS.  Diem  1C-  The  ellect  of  tuprofen  in  the  treatment  of  dysmeinonhea.  Curr  Ther  Res 
19BI30-327-334. 
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DERMATOLOGY  DIAGNOSIS 


Luis  J.  Ortiz,  MD 
Jorge  L.  Sánchez,  MD 


This  is  the  case  of  a 17-year-old  white  male  consulted  to  us  due  to  a three-year  history  of 
developing  hard  nodular  lesions  over  the  extensor  aspects  of  the  extremities,  expecially  at 
the  elbows.  He  referred  that  the  skin  over  some  of  the  nodules  periodically  had  broken  down  to 
allow  the  discharge  of  a white  chalky  material.  He  denied  fever,  general  malaise,  weight  loss, 
photophobia,  muscle  pain,  swelling  of  joints  or  extremities,  arthralgias  or  bone  pain. 

There  was  no  history  of  renal,  pulmonary,  thyroid,  rheumatic  or  any  other  systemic  illness.  No 
other  member  of  patient’s  family  had  had  a similar  disorder. 

The  physical  examination  showed  a healthy  young  man  except  for  the  presence  of  multiple 
hard,  erythematous,  nodular  lesions  on  the  elbows,  left  knee  and  dorsum  of  hands.  On  the  lateral 
aspect  of  the  left  elbow  there  were  two  adjacent  (2  cm.  and  1.3  cm),  indurated  nodules.  The 
surface  of  the  lesions  showed  small  protrusions  of  a whitish,  granular-like  material;  the 
surrounding  skin  was  slightly  hyperpigmented  and  erythematous. 

Important  laboratory  findings  were:  normal  serum  calcium,  phosphorus,  cholesterol, 
creatinine,  alkaline  phosphatase  and  uric  acid  levels.  Normal  complete  blood  count  and 
urinalysis,  and  a negative  antinuclear  antibody  test.  X-rays  of  the  elbow  failed  to  show  significant 
pathology.  Chest  X-ray  was  negative. 

Oral  and  topical  antibiotics  and  topical  steroids  previously  prescribed  were  unsuccessful. 


WHAT  IS  YOUR  DIAGNOSIS? 

1.  Gouty  tophi 

2.  Osteoma  cutis 

3.  Idiopathic  calcinosis  cutis 

4.  Mycetoma 


From  the  Department  of  Dermatology.  Medical  Sciences  Campus, 
University  of  Puerto  Rico. 


l uis Oriiz.  MD.  el  a! 


Bol.  Asoc.  Med  P.  Rico  - Diciembre  1987 


DIAGNOSIS:  IDIOPATHIC  CALCINOSIS  CUTIS 

Deposition  of  calcium  either  microscopically  or 
macroscopically  in  any  cutaneous  tissue  is  abnormal. 
Cutaneous  calcification  can  be  focal  or  widespread,  may 
be  the  consequence  of  injury,  of  metabolic  alterations,  or 
idiopathic.  Several  schemes  for  classification  of  calcinosis 
cutis  have  been  proposed.  In  general  there  are  four 
principal  forms:  metastatic,  dystrophic,  subepidermal 
calcified  nodule  and  the  idopathic  form.' 

Metastatic  calcification^  occurs  in  those  diseases 
causing  chronically  elevated  serum  calcium,  hyperphos- 
phatemia or  both.  Hypercalcemia  may  result  from 
primary  hyperparathyroidism,  hypervitaminosis  D,  sar- 
coidosis, excessive  intake  of  milk  and  alkali,  and  bone 
destruction  secondary  to  osteomyelitis  or  neoplasm. 
Hyperphosphatemia  occurs  in  chronic  renal  failure 
mediated  by  a secondary  hyperparathyroidism.  In 
addition  to  cutaneous  involvement,  the  kidney,  stomach, 
lungs  and  the  media  of  blood  vessels  may  be  affected  by 
the  calcium  deposits. 

Dystrophic  calcinosis  cutis  is  characterized  by  calcium 
deposits  over  previously  damaged  tissue  with  normal 
serum  calcium  and  phosphorus  levels.  Examples  of  this 
type  of  calcification  are  tumors  like  pilomatricoma,  fat 
cell  tumors  and  epithelial  cysts.  External  trauma, 
subcutaneous  fat  necrosis  and  pseudoxanthoma  elas- 
ticum  can  also  induce  tissue  calcification.  Inflammatory 
processes  like  acne,  insect  bites,  and  infections  such  as 
tuberculosis  and  histoplasmosis  and  varicose  veins 
occasionally  may  be  responsible  for  cutaneous  calcifica- 
tion. Dermatomyositis  and  scleroderma  are  common 
causes  of  dystrophic  calcinosis  cutis.  In  dermatomyositis 
the  generalized  form  of  calcinosis  is  more  common,  while 
the  localized  form  is  more  characteristic  of  scleroderma. 
The  association  of  acrosclerosis  and  calcinosis  cutis  is 
often  referred  to  as  the  CREST  syndrome  (Calcinosis 
cutis,  Raynauds,  Esophageal  dysfunction.  Sclerodactylia 
and  Telangiectases). 

Subepidermal  calcified  nodule  refers  to  a cutaneous 
calculi  which  presents  as  a single,  small,  hard  nodule  with 
verrucous  or  smooth  surface  commonly  localized  on  the 
face.  The  majority  of  the  cases  occur  during  childhood. 

Idiopathic  calcinosis  cutis  is  the  deposition  of  calcium 
phosphate  (apatite)  in  the  skin  or  subcutaneous  tissue 
without  a known  underlying  disease.  It  can  be  present  in 
several  forms.  Among  those,  are  the  generalized  form  or 
calcinosis  universalis  and  the  localized  variant  or 
calcinosis  cutis  circumscripta.  Calcinosis  universalis  is  an 
uncommon  progressive  condition  in  which  large  amounts 
of  calcium  are  deposited  in  any  part  of  the  skin  with 
preference  for  the  extensor  aspects  of  joints.  The 
localized  form  is  similar  to  the  universalis,  but  with  few, 
well-circumscribed  deposits  of  calcium  salts  in  the  form 
of  nodules,  plaques  or  tumors  of  varying  sizes. 

There  are  two  special  variants  of  idiopathic  calcinosis 
cutis,  namely,  tumoral  calcinosis  and  idiopathic  calcinosis 
of  the  scrotum.  Tumoral  calcinosis^  is  an  unusual  distinc- 
tive familial  subcutaneous  masses  that  usually  appear 
early  in  life  and  consists  of  large  masses  of  calcium 
overlying  pressure  areas  and  joints.  No  internal  organ 
involvement  is  found.  Serum  calcium  levels  are  normal 
and  phosphorus  levels  are  often  elevated.  Of  special 
interest  is  the  association  of  tumoral  calcinosis  and 
pseudoxanthoma  elasticum  that  has  been  mentioned  in 
several  reports.  Idiopathic  scrotal  calcinosis'*  is  an 
uncommon  condition  in  which  asymptomatic  nodular 


cystic  lesions  appear  on  the  scrotal  skin  during  childhood 
or  early  adult  life. 

Several  theories  have  been  proposed  to  explain  the 
histogenesis  of  idiopathic  calcinosis  cutis.  In  general,  it  is 
not  believed  that  the  mere  precipitation  of  calcium- 
phosphorus  ionic  product  is  the  sole  explanation  for  the 
calcification.^  Some  investigators  think  that  specific 
crystalline  seeding,  or  nucleation,  rather  than  simple  preci- 
pitation must  be  considered  as  the  initial  event  or  calcifi- 
cation. The  precise  nature  of  the  molecules  required  for 
nucleation  is  still  on  debate.  Collagen  fibers  and  acid 
mucopolysaccharides  have  been  implied  in  this  process. 
Electron  microscopy  evidence  focuses  the  attention  on 
collagen  fibers  as  having  a principal  role  in  the  nucleation 
of  the  apatite.  Meanwhile,  histochemical  staining  for  acid 
mucopolysaccharides  were  negative  on  early  apatite 
crystals.  Some  authors  suggest  that  apatite  can  act  as  a 
source  of  injury  to  collagen  and  that  this  injury  may 
results  on  the  secondary  deposition  of  acid  mucopoly- 
saccharides as  seen  in  late  lesions.®  But  why  apparently 
normal  collagen  induces  calcification  remains  unknown. 

Clinically  calcinosis  cutis,  either  idiopathic,  secondary 
to  tissue  damage,  or  a metabolic  disorder,  manifests  as 
papules,  plaques  or  tumors,  often  purple-red  in  color, 
and  firm  or  stony  upon  palpation.  They  are  more 
common  on  the  extremities  than  on  the  trunk  or  head. 
These  lesions  can  ulcerate  with  discharge  of  creamy  or 
chalky  material  and  sometimes  become  very  painful. 

The  histopathology  reveals  large  masses  of  calcium 
surrounded  by  a foreign  body  reaction.  Apatite  crystals 
stain  black  with  Von  Kossa’s  stain.  Laboratory  findings 
are  often  within  normal  limits  with  a normal  calcium 
level  and  normal  renal  and  parathyroid  function  in  the 
idiopathic  form. 

The  diagnosis  of  idiopathic  calcinosis  cutis  is  one  of 
exclusion.  All  the  causes  of  dystrophic  and  metastatic 
calcification  must  be  ruled  out.  Basic  work-up  consists  of 
search  for  underlying  disease,  skin  biopsy,  and  serum 
calcium,  phosphorus,  alkaline  phosphatase  levels  and 
X-ray  studies. 

The  treatment  of  choice  for  all  forms  of  calcinosis  cutis 
appears  to  be  surgical  excision  and  treatment  of  the 
underlying  disease  if  any.  Systemic  corticosteroids, 
dietary  manipulations  and  chelating  agents  have  been 
used  without  success. 

Calcinosis  cutis  has  a slow,  progressive  and  chronic 
course  with  ulcerations  and  infection  as  major  causes  of 
morbidity  which  could  lead  to  physical  and  social 
handicap  of  the  patient. 
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ES  un  hecho  bien  conocido  que  en  la  especie  humana, 
existe  un  período  de  tiempo  varíable,  entre  el  naci- 
miento y la  aparición  de  las  primeras  manifestaciones  de 
desarrollo  sexual.  En  la  mayoría  de  las  niñas  se  espera 
que  las  características  sexuales  secundarias  y la  madura- 
ción sexual,  ocurra  en  algún  momento  entre  los  ocho  y los 
diez  y seis  años  de  edad.  Durante  éste  período  los  senos 
empiezan  a aumentar  de  tamaño  y aparecer  el  vello  en  las 
regiones  púbica  y axilar.  Aproximadamente,  uno  a dos 
años  después  de  iniciarse  éste  proceso,  ocurre  la 
menarquia. 

Posteriormente,  el  cerebro  empieza  a enviar,  a inter- 
valos regulares,  señales  neuroendrocrinas,  las  cuales 
estimulan  la  hipófisis  para  la  producción  de  hormonas  que 
son  las  responsables  de  que  se  produzca  la  ovulación  y se 
establezca  la  capacidad  reproductiva  en  la  mujer. 

Sin  embargo,  no  conocemos  completamente,  porque  el 
proceso  de  maduración  sexual  comienza  en  un  momento 
dado  y continúa  dentro  de  períodos  de  tiempo  y veloci- 
dad relativamente  constantes.  Por  otra  parte,  sabemos 
que  en  la  mayoría  de  las  niñas  con  un  adecuado  estado  de 
salud  y nutrición  el  proceso  puede  iniciarse  en  edades  tan 
tempranas  como  los  ocho  años  o tan  tardías  como  los 
diez  y seis  años. 

De  acuerdo  con  Tanner'  la  menarquia  en  Europa  en 
los  últimos  cien  años  ha  empezado  a aparecer  cada  vez  a 
edades  más  tempranas.  El  adelanto  ha  sido  de  tres  a 
cuatro  meses  por  década.  La  tendencia  observada  refleja 
que  para  1840  la  menarquia  aparecía  a los  17  años  y ya 
para  1960  aparecía  a los  13  años.  Entre  los  factores  que  se 
discuten  para  explicar  las  modificaciones  observadas  se 
mencionan  los  cambios  sociales,  económicos  de  salud  y 
nutrición  que  ocurrieron  como  consecuencia  de  la 
revolución  industrial. 

En  opinión  de  otros  autores  como  Amundsen^  la  infor- 
mación existente  refleja  que  las  primeras  referencias  de 
trabajos  técnicos  sobre  la  edad  en  la  cual  ocurre  la 


Facultad  de  Ciencias  Biosociales  y Escuela  Graduada  de  Salud  Pública. 
Recinto  de  Ciencias  Médicas.  Universidad  de  Puerto  Puerto. 


pubertad,  aparecen  en  la  obra  de  Aristóteles  titulada 
“Hippocralic  Corpus” . El  mismo  autor  informa  que  en 
el  libro  "‘Hisioria  Animalium”  se  dice  que:  “La  mayoría 
de  los  varones  comienza  a producir  esperma  cuando 
cumplen  los  14  años.  Para  la  misma  época  empieza  a 
aparecer  el  vello  púbico...  En  las  mujeres  los  senos 
empiezan  a crecer  y la  menstruación  empieza  con  la 
salida  de  un  líquido  que  parece  sangre...  En  la  mayoría,  la 
menstruación  aparece  después  que  el  tamaño  de  los  senos 
aumenta  como  dos  dedos  colocados  a lo  ancho”.  De 
acuerdo  con  éstas  informaciones  se  deduce  que  en  la 
antigüedad  la  mayoría  de  las  niñas  alcanzaban  su 
desarrollo  sexual  alrededor  de  los  14  años.  Galeno, 
citado  por  Amundsen,  escribía  “algunas  comienzan  la 
pubertad  a los  14  años,  pero  otras  la  comienzan  un  año 
más  tarde.” 

Es  importante  considerar,  que  al  analizar  información 
disponible  sobre  la  edad  de  la  aparición  de  la  menarquia, 
con  más  de  2000  años  de  diferencia,  la  edad  a la  cual 
aparece  es  aproximadamente  la  misma.  Tomando  como 
base  ésta  información,  es  posible  pensar  que  ésta  impor- 
tantísima función  biológica  ocurre  normalmente  en  un 
rango  de  edades  que  puede  ir  desde  los  siete  hasta  los 
17  años.  La  influencia  positiva  y negativa  de  distintos 
factores  interrelacionados,  como  el  estado  de  salud  y 
nutrición,  condiciones  sociales  y económicas,  clima, 
altura  sobre  el  nivel  del  mar,  estímulos  psico-afectivos 
probablemente  son  los  responsables  de  que  los  procesos 
de  maduración  sexual  y menarquia  ocurran  en  edades 
tempranas  o más  avanzadas.  Frisch’  ha  propuesto  la 
hipótesis  de  que  para  que  se  produzca  la  menarquia  es 
necesario  que  las  niñas  alcancen  lo  que  el  denomina  “una 
masa  crítica  de  peso,”  la  cual  puede  ser  diferente  para  las 
distintas  personas.  Es  posible  que  ésta  pueda  ser  una 
explicación  a los  cambios  seculares  que  han  ocurrido  en 
la  menarquia.  En  la  tabla  1,  se  presentan  los  resultados  de 
información  disponibles  sobre  la  aparición  de  la 
menarquia  en  distintos  países  y en  diferentes  épocas. 

Con  el  propósito  de  determinar  la  época  de  aparición 
de  la  menarquia  en  un  grupo  de  niñas,  de  seis  a diez  y 
ocho  años,  de  colegios  privados  de  San  Juan  se  realizó  el 
estudio  que  se  presenta  en  este  trabajo. 
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Tabla  I 


Edad  Media  de  la  Menarquía  en  Varios  Países 
y Diferentes  Epocas 


Autor 

Año 

Pais 

Año 

Edad 

Menarquía 

Back  man 

1948 

Noruega 

(1848) 

17.0 

Simel 

1952 

Finlandia 

(1860) 

16.5 

Lenner 

1944 

Suecia 

(1885) 

15.7 

Mills 

1950 

E.  Unidos 

(1850) 

14.0 

Aristóteles 

324  AC 

Grecia 

14.0 

Galeno 

324  DC 

Grecia 

14.0 

Laska 

1970 

Polonia 

(1966) 

14.04 

Marshall 

1969 

Inglaterra 

(1966) 

13.47 

Reynolds 

1948 

E.  Unidos 

(1948) 

12.9 

Nicholson 

1953 

E.  Unidos 

(1953) 

12.8 

Me  Mahon 

1973 

E.  Unidos 

(HES) 

(1965) 

12.76 

Laska 

1970 

Cuba 

(1964) 

12.38 

Ariza 

1985 

Puerto  Rico 

(1984) 

12.24 

Cruz 

1978 

Puerto  Rico 

(1978) 

11.78 

Material  y Métodos 

La  información  que  se  presenta,  es  parte  de  un  estudio 
seccional  de  crecimiento  y desarrollo  realizado  en  2697 
escolares  de  ambos  sexos,  de  seis  a diez  ocho  años,  de 
siete  escuelas  privadas  del  área  metropolitana  de  San 
Juan. 

El  número  total  de  niñas  incluidas  fue  de  1326,  las 
cuales  constituyen  el  49.2%  del  total  de  personas  estu- 
diadas. La  información  fue  recogida  en  un  formulario 
precodificado,  el  cual  incluía  fecha  de  nacimiento,  lugar 
de  nacimiento  de  los  niños  y los  padres,  tiempo  de 
residencia  fuera  de  Puerto  Rico,  medidas  antropomé- 
tricas y fecha  de  aparición  de  la  menarquía,  incluyendo  el 
mes  y el  año.  Todas  las  niñas  fueron  entrevistadas  indivi- 


dualmente y se  les  preguntó  en  forma  directa  si  había 
tenido  la  menstruación  y en  caso  positivo  fecha  en  que 
había  ocurrido. 

Este  procedimiento  de  investigación  de  la  menarquía 
se  denomina  “El  método  del  Status  Quo”.  Se  incluyen 
únicamente  niñas  que  estén  en  edades  en  las  cuales  es 
posible  que  ocurra  la  primera  menstruación. 

Se  puede  utilizar  “El  Método  Prospectivo”,  en  el  cual 
se  incluyen  niñas  que  no  han  presentado  la  menarquía  y a 
intervalos  regulares  se  les  entrevista  para  determinar  si  la 
menstruación  se  ha  presentado. 

Otro  método  que  se  utiliza  es  “El  Método  Restros- 
pectivo”  en  el  cual  se  incluyen  mujeres  que  han  tenido  la 
menarquía  y se  les  pregunta  sobre  la  época  en  la  cual 
ocurrió. 

Se  reconoce,  que  dependiendo  del  método  de  investi- 
gación utilizado,  serán  las  limitaciones  que  se  tengan 
para  la  consideración  de  los  resultados.  Sin  embargo,  el 
evento  que  se  está  investigando,  es  de  tanta  trascendencia 
para  las  niñas  que  contribuye  a disminuir  enormemente 
la  diferencia  que  pueda  existir  entre  la  información  verbal 
y la  fecha  de  aparición  de  la  menarquía.  De  hecho  en  el 
caso  particular  de  éste  estudio  muchas  de  last  niñas 
estudiadas  recordaban  mes  y día  en  que  habían  mens- 
truado  por  primera  vez.  ) 

'< 

Resultados 

1' 

Del  total  de  1326  niñas  estudiadas,  45.2%  habían 
tenido  la  menarquía.  De  éste  total,  524,  87.5%  nacierón  y 
fueron  criadas  en  Puerto  Rico:  Las  75  restantes  nacieron 
en  Estados  Unidos,  Cuba  y otros  países. 

Al  hacer  el  análisis  por  edad  de  la  menarquía  y lugar  de 
nacimiento  se  encontró  que  en  las  niñas  nacidas  en 
Puerto  Rico  se  presentaron  los  casos  de  aparición  más 
temprana  y más  tardía.  Tabla  II 


Tabla  II 


Distribución  por  Edad  y Lugar  de  Nacimiento  de  599  Niñas  que  Habían  Tenido  la  Menarquía 

San  Juan,  Puerto  Rico  1984 


Lugar  de  Nacimiento 

Puerto  Rico  Otros* 


Edad 

Frecuencia 

Frecuencia 

Frecuencia 

Frecuencia 

(años) 

Núm. 

Relativa 

Acumulada 

Núm. 

Relativa 

Acumulada 

% 

% 

% 

% 

8* ** 

9 

1.7 

1.7 

. 

. 

_ 

9 

20 

3.8 

5.5 

1 

1.3 

1.3 

10 

58 

1 l.l 

16.6 

10 

13.3 

14.7 

II 

137 

26.1 

42.7 

21 

28.0 

42.7 

12 

135 

25.8 

68.5 

20 

26  J 

69.3 

13 

113 

21.6 

90.1 

13 

17.3 

86.7 

14 

34 

6.5 

96.6 

7 

9.3 

96.0 

15 

15 

2.9 

99.4 

3 

4.0 

100.0 

16*** 

3 

0.6 

100.0 

- 

- 

— 

Total  524  75 


* Incluye  Estados  Unidos,  Cuba,  America  Latina 

**  Incluye  una  niña  de  6 años  8 meses 

***  Incluye  una  niña  de  17  años. 
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El  promedio  de  edad  de  la  menarquia  de  las  niñas 
nacidas  en  Puerto  Rico  fue  de  12.2  con  una  desviación 
estándar  de  1.4años.  En  las  niñas  nacidas  fuera  de  Puerto 
Rico  la  edad  promedio  de  la  menarquia  fue  de  12.3  años. 
La  mediana  para  ambos  grupos  fue  de  12.1  años.  La 
diferencia  de  los  promedios  no  es  estadisticamente  signi- 
ficante, P 0.268.  Tabla  3 

Tabla  III 

Promedio,  Mediana  y Desviación  Estándar  de  la  Edad  de 
La  Menarquia  de  599  Niñas  de  8 a 16  Años  de  Edad 
San  Juan,  Puerto  Rico,  1984 


Edad  Menarquia 


Lugar  de 
Nacimiento 

Promedio 

Mediana 

Desviación 

estándar 

Minimo 

Máximo 

Puerto  Rico 

12.2 

12.1 

1.4 

6.9 

17.2 

Otros  1* 

12.3 

12.1 

1.3 

9.0 

15.8 

* Incluye  Estados  Unidos,  Cuba,  America  Latina 
P(Z>  0.62)  0.268  > N.S.S. 


Teniendo  en  cuenta  el  resultado  anterior,  se  calculó 
nuevamente  la  edad  promedio  para  todo  el  grupo  y ésta 
fue  de  12.24,  con  una  desviación  estándar  de  1.4  años. 

La  distribución  de  casos  de  acuerdo  a la  edad  se 
presenta  en  la  figura  1. 


EDAD  DE  APARICION  DE  LA  MENARQUIA 
PUERTO  RICO.  1984 


AÑOS 


Figura  1 

Se  considera  que  la  información  obtenida  se  puede 
describir  mejor  por  medio  de  una  curva  normal  y los 
datos  pueden  ser  suavizados  utilizando  el  método  de 
área  para  ajuste  de  la  curva  normal. 

Para  el  cálculo  se  establecieron  los  intervalos  de  clase 
de  la  edad  y se  determinó  la  proporción  de  casos  incluidos 
en  cada  grupo  de  edad.  El  número  de  casos,  o frecuencia 
teórica,  se  obtuvo  multiplicando  el  porcentaje  por  el 
número  de  casos.  Los  resultados  se  presentan  en  la 
Tabla  4 

Se  utilizó  la  prueba  de  bondad  de  ajuste  de  una  curva 
normal,  para  comparar  la  distribución  observada  con  la 
distribución  teórica  o esperada  (Chi  Square  Goodnes  Fit 
Test). 


Tabla  IV 


Ajuste  de  la  Curva  Normal  por  el  Método  de  Areas  de  la  Curva 


Edad 

Limite 

Porciento 

Frecuencia 

(años) 

Frecuencia 

% Inferior  de  Z Teórico 

Relativa 

8 - 

9 

9 

1,5 

-2.98 

0.99 

5.9 

9 - 

10 

21 

3,5 

-2.28 

4.69 

28. 1 

10  - 

1 1 

68 

11.4 

-1.57 

13.40 

80,3 

1 1 - 

12 

158 

26.4 

-0.87 

24.03 

143.9 

12  - 

13 

155 

25.9 

-0.17 

26.94 

161.4 

13  - 

14 

126 

21.0 

0,53 

19.06 

114.2 

14  - 

15 

41 

6.8 

1.24 

8.13 

48.7 

15  - 

16 

18 

3.8 

1.94 

2.21 

13.2 

16  - 

17 

3 

0.5 

2.64 

0.37 

22 

Total 

599 

100 

Mediana 

12.24  años 

Ho  L (X= 

N ( 

12.24, 

1.42) 

Desv. 

estándar  1.42 

Error  0.058 

estándar 


Los  resultados  encontrados  se  presentan  en  la  tabla  V. 
El  valor  calculado  de  Chi  cuadrado  para  seis  grados  de 
libertad  es  de  X-  = (P  > 0.1 1.  La  diferencia  no  es  esta- 
dísticamente significante.  En  consecuencia  los  resultados 
de  la  investigación  pueden  ser  descritos  por  una  curva 
normal  con  parámetros  equivalentes  a la  media  obser- 
vada (promedio)  de  12.24  años  y una  desviación  estándar 
de  1 .4  años. 


Tabla  V 


Prueba  de  CHI  Cuadrado  para  Ajuste  a la  Curva  Normal 
de  los  Datos  de  Menarquia 


(1) 

(2) 

(3) 

(4) 

(5) 

(6) 

Frecuencia 

Frecuencia 

Edad 

Observada 

Teórica 

(X) 

(Fo) 

(F) 

(Fo  - F) 

(Fo  - F)' 

(Fo  - F)^ 

8 - 9 

9 

5.9 

3.1 

9.61 

1.6 

9 - 10 

21 

28.1 

7.1 

50.4 

1.8 

10-11 

68 

80.3 

12.3 

151.3 

1.9 

11-12 

158 

143.9 

14.1 

198.8 

1.4 

12-13 

155 

161.4 

6.4 

40.% 

0.25 

13  - 14 

126 

114.2 

11.8 

139.24 

1.2 

14  - 15 

41 

48.7 

7.7 

59.29 

1.2 

15-16 

18 

13.2 

4.8 

23,04 

1.7 

16  - 17 

3 

2.2 

0.8 

0.64 

0.29 

D.F.  = K - 

R = 9-3  = 6 

X' 

'.1%=16.8I 

X'  = 

11.34 

K = Clases  = 9 
R = Restricciones  en  curva 
normal  = 3 

Ho:L(x)N  (1124,1.42) 


12.59 


Discusión 

Teniendo  en  cuenta  que  el  estudio  se  realizó  en  colegios 
privados  del  área  metropolitana  de  San  Juan,  las  condi- 
ciones sociales  y económicas  del  grupo  pueden  ser 
consideradas  como  de  clase  media  alta.  Este  hecho  debe 
ser  considerado  cuando  se  efectúen  comparaciones  con 
niñas  provenientes  de  otros  grupos  sociales.  Probable- 
mente las  condiciones  en  las  cuales  ocurrió  su  creci  miento 
y desarrollo  fueron  muy  favorables,  como  se  presenta  en 
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otro  estudio'*  y se  confirma  con  los  hallazgos  que  aquí  se 
presentan. 

Al  analizar  la  distribución  de  la  edad  de  la  menarquia, 
se  observa  que  los  resultados  encontrados  reflejan  que  es 
uno  de  los  lugares  en  los  cuales  el  fenómeno  ocurre  más 
temprano,  tanto  en  la  edad  promedio  12.24añoscomoen 
la  iniciación  del  proceso,  seis  años  8 meses.  Este  hecho 
probablemente  es  el  reflejo  de  los  importantes  cambios 
sociales  y económicos  ocurridos  en  Puerto  Rico  en  los 
últimos  años,  que  han  permitido  al  grupo  alcanzar  un 
estado  apropiado  de  salud  y nutrición. 

En  Estados  Unidos,  en  estudios  prospectivos  hechos 
desde  1946  se  encontró  que  la  edad  promedio  de  la 
menarquia  fluctuaba  entre  12.6  y 12.9 años.  Utilizando  el 
método  del  Status  Quo  en  el  estudio  del  Health 
Examination  Survey  (HES)  ciclos  II  y III,  se  encontró 
que  la  mediana  de  la  menarquia  era  de  12.8  años  para 
niñas  blancas  y 12.5  años  para  niñas  negras.  En  todas  las 
edades  del  grupo  de  10  a 15  años  las  niñas  negras  tuvieron 
la  menarquia  primero  que  las  niñas  blancas.^ 

En  Puerto  Rico  en  un  estudio  realizado  por  Morales* 
encontró,  usando  el  método  retrospectivo,  que  en 
mujeres  de  20  a 60  años  el  promedio  de  edad  de  la 
menarquia  fue  de  12.9  años. 

Cruz’  estudió  un  grupo  de  115  niñas  de  14  a 18  años, 
hijas  de  padres  puertorriqueños,  nacidas  en  Estados 
Unidos;  encontró  que  la  edad  promedio  de. la  menarquia 
fue  de  1 1.8  años  con  una  desviación  estándar  de  1.3  años. 

En  el  grupo  control  de  niñas  nacidas  en  Puerto  Rico  la 
menarquia  ocurrió  a los  12.3  años  con  una  desviación 
estándar  de  1.5  años.  La  diferencia  es  estadísticamente 
significante  a nivel  del  5%  = 3.06.  Estos  valores  son  muy 
similares  a los  encontrados  en  éste  estudio. 

La  influencia  de  la  clase  social  se  refleja  en  un  estudio 
realizado  por  Ariza*  en  dos  clases  sociales  en  Bogotá, 
Colombia.  En  las  niñas  de  clase  social  alta  la  menarquia 
ocurrió  a los  12.49  años.  En  la  niñas  de  la  clase  muy  baja 
la  menarquia  ocurrió  a los  13.52  años.  En  el  mismo  grupo 
social  un  55%  de  las  niñas  tuvieron  la  menarquia  entre  los 
trece  y los  catorce  años  y un  38%  entre  los  catorce  y los 
catorce  y medio  años.  Es  evidente  el  retraso  conque  < 
ocurre  el  fenómeno  en  el  grupo  menos  favorecido.  Este  '<*7 
hecho  estaría  confirmando  lo  expuesto  en  diferentes 
trabajos  en  el  sentido  de  como  unas  buenas  condiciones 
de  salud  y nutrición,  influyen  en  la  edad  de  aparición  de  la 
menarquia. 

Son  múltiples  los  factores  que  influyen  para  que  la 
menarquia  aparezca  a edades  más  tempranas.  Este  hecho 
determina  un  aumento  en  el  período  reproductivo  de  la 
mujer.  Sin  embargo,  en  la  medida  que  la  mujer  obtiene 
mejores  niveles  de  educación  y mayores  oportunidades 
de  empleo,  es  posible  que  aumente  la  edad  al  casarse,  y de 
esta  manera  se  prolonga  el  tiempo  que  transcurre  entre  la 
menarquia  y el  matrimonio. 

Sin  embargo,  en  el  caso  de  iniciar  las  actividades 
sexuales  prematuramente,  aumenta  el  riesgo  de  embara- 
zos no  deseados,  o la  presencia  de  enfermedades  de 
trasmisión  sexual. 

En  conclusión  de  este  tipo  de  estudios  permite 
apareciar  como  se  reflejan  los  cambios  sociales  y 
económicos  en  la  maduración  sexual  en  los  distintos 
grupos  sexuales.  Es  deseable  la  realización  de  estudios 


similares  en  otras  regiones  de  la  isla  y en  diferentes  grupos 
sociales  para  tener  una  imagen  integral  de  la  situación  de 
aparición  de  la  menarquia  en  Puerto  Rico,  que  tiene  una 
gran  utilidad  para  la  prestación  de  los  servicios  de  salud. 

Resumen 

Se  efectuó  un  estudio,  utilizando  el  “Método  del  Status 
Quo”,  en  un  grupo  de  1326  niñas  de  escuelas  privadas  del 
área  metropolitana  de  San  Juan  entre  las  edades  de  6y  1 8 
años.  Un  total  de  599  niñas  habían  tenido  la  menarquia. 
La  edad  promedio  a la  cual  tuvieron  la  menarquia  fue  de 
12.24  años,  con  una  desviación  estándar  de  1 .42  años  y un 
rango  de  6 años  9 meses  a 17  años  2 meses.  No  se  encon- 
traron diferencias  significativas  entre  el  grupo  de  niñas 
nacidas  y criadas  en  Puerto  Rico  y las  niñas  nacidas  y 
criadas  fuera  de  Puerto  Rico. 
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Before  prescribing,  see  complete  prescribing  information  in  SK&F  CO. 
Nteratore  or  PDR.  The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  tor  initial  therapy  of  edema  or  hyperten- 
sion. Edema  or  hypertension  requires  therapy  titrated  to  the  individual. 
If  this  combination  represems  the  dosage  so  determined,  its  use 
may  be  more  convenient  in  patient  management.  Treatment  of  hyper- 
tension and  edema  is  not  static,  but  must  be  reevaluated  as  con- 
ditions in  each  patient  warrant. 


Contrahidicabons:  Concomitant  use  with  other  potassium-sparing  agents 
such  as  spironolactone  or  amiloride.  Further  use  in  anuria,  progressive 
renal  or  hepatic  dysfunction,  hyperkalemia.  Pre-existing  elevated  serum 
potassium  Hypersensitivity  to  either  component  or  other  sulfonamide- 
derived  drugs. 

Wamiags:  Do  not  use  potassium  supplements,  dietary  or  otherwise, 
unless  hypokalemia  develops  or  dietary  intake  of  potassium  is  markedly 
impaired.  If  supplementary  potassium  is  needed,  potassium  tablets 
should  not  be  used.  Hyperkalemia  can  occur,  and  has  been  associated 
with  cardiac  irregularities.  It  is  more  likely  in  the  severely  ill.  with  urine 
volume  less  than  one  liter/day.  the  elderly  and  diabetics  with  suspected 
or  confimied  renal  insufficiency.  Periodically,  serum  levels  should  be 
determined  If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict 
K'^  intake.  Associated  widened  ORS  complex  or  arrhythmia  requires 
prompt  additional  therapy.  Thiazides  cross  the  placental  barrier  and 
appear  in  cord  blood.  Use  in  pregnancy  requires  weighing  anticipated 
benefits  against  possible  hazards,  including  fetal  or  neonatal  jaundice, 
thrombocytopenia,  other  adverse  reactions  seen  in  adults,  thiazides 
appear  and  triamterene  may  appear  in  breast  milk.  If  their  use  is  essential, 
the  patient  should  stop  nursing  Adequate  information  on  use  in  children 
is  not  available.  Sensitivity  reactions  may  occur  in  patients  with  or  with- 
out a history  of  allergy  or  bronchial  asthma.  Possible  exacerbation  or 
activation  of  systemic  lupus  erythematosus  has  been  reported  with 
thiazide  diuretics 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide  component  of 
Dyazide'  is  about  50%  ot  the  bioavailability  of  the  single  entity. 
Theoretically,  a patient  transferred  from  the  single  entities  of  triamterene 
and  hydrochlorothiazide  may  show  an  increase  in  blood  pressure  or  fluid 
retention.  Similarly,  it  is  also  possible  that  the  lesser  hydrochlorothiazide 
bioavailability  could  lead  to  increased  serum  potassium  levels  However, 
extensive  clinical  experience  with  Dyazide'  suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angiotensin- 
converting  en^me  (ACE)  inhibitors  can  elevate  serum  potassium;  use 
with  caution  with  Dyazide'.  Do  periodic  serum  electrolyte  determinations 
(particularly  important  in  patients  vomiting  excessively  or  leceiving 
parenteral  fluids,  and  during  concurrent  use  with  amphotericin  B or 
corticosteroids  or  corticotropin  (ACTH]|.  Periodic  BUN  and  serum 
creatinine  determinations  should  be  made,  especially  in  the  elderly, 
diabetics  or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  ot  the  dnig  may  develop  in  patients  with  impaired  renal 
function.  Thiazides  should  be  used  with  caution  in  patients  with  impaired 
hepatic  function.  They  can  precipitate  coma  in  patients  with  severe  liver 
disease  Observe  regularjy  for  possible  blood  dyscrasias.  liver  damage, 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been  reported  in 
patients  receiving  triamterene,  and  leukopenia,  thrombocytopenia, 
agranulocytosis,  and  aplastic  and  hemolytic  anemia  have  been  reponed 
with  thiazides.  Thiazides  may  cause  manifestation  ot  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased  when 
used  concurrently  with  hydrochlorothiazide:  dosage  adjustments  may  be 
necessary.  Clinically  insignificant  reductions  in  anerial  responsiveness 
to  norepinephrine  have  been  reported.  Thiazides  have  also  been  shown  to 
increase  the  paralyzing  effect  of  nondepolarizing  muscle  relaxante  such 
as  tubocurarine.  Tnamterene  is  a weak  folic  acid  antagonist  Do  periodic 
blood  studies  in  cirrhotics  with  splenomegaly  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients  Use  cautiously  in 
surgical  patients  Triamterene  has  been  found  in  renal  stones  in  associa- 
tion with  the  other  usual  calculus  components  Therefore.  Dyazide' 
should  be  used  with  caution  in  patients  with  histories  ot  stone  formation. 
A tew  occurrences  ot  acute  renal  failure  have  been  reported  in  patients 
on  'Dyazide'  when  treated  with  indomethacin  Therefore,  caution  is 
advised  in  administering  nonsteroidal  anti-inflammatory  agents  with 
Dyazide'  The  following  may  occur:  transient  elevated  BUN  or  creatinine 
or  both,  hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in  hypokalemia), 
decreasing  alkali  resenre  witn  possible  metabolic  acidosis.  (Dyazide 
interferes  with  fluorescent  measurement  of  quinidine  Hypokalemia  is 
uncommon  with  Dyazide'.  but  should  it  develop,  corrective  measures 
should  be  taken  such  as  potassium  supplementation  or  increased  dietary 
intake  of  potassium-rich  foods.  Corrective  measures  should  be  instituted 
cautiously  and  serum  potassium  levels  determined  Discontinue  correc- 
tive measures  and  'Dyazide'  should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase  the  risk 
Of  severe  hyponatremia  Semm  PBI  levels  may  decrease  without  signs 
of  thyroid  disturbance  Calcium  excretion  is  decreased  by  thiazides. 
Dyazide'  should  be  withdrawn  before  conducting  tests  for  parathyroid 
function.  Thiazides  may  add  to  or  potentiate  the  action  of  other  anti- 
hypertensive  drugs  Diuretics  reduce  renal  clearance  of  lithium  and 
increase  the  risk  of  lithium  toxicity. 

Adverse  Reacbons:  Muscle  cramps,  weakness,  dizziness,  headache, 
dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensitivity,  purpura,  other 
dermatological  conditions:  nausea  and  vomiting,  diarrhea,  constipation, 
other  gastrointestinal  disturbances:  postural  hypotension  (may  be 
aggravated  by  alcohol,  barbiturates,  ot  narcotics).  Necrotizing  vasculitis, 
paresthesias,  icterus,  pancreatitis,  xanthopsia  and  respiratory  distress 
including  pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone.  Triamterene 
has  been  found  in  renal  stones  in  association  with  other  usual  calculus 
components  Rare  incidents  of  acute  interstitial  nephritis  have  been 
reported  Impotence  has  been  reported  in  a few  patients  on  Dyazide'. 
although  a causal  relationship  has  not  been  established 

Supplied:  'Dyazide'  is  supplied  as  a red  and  white  capsule,  in  bottles  of 
1000  capsules:  Single  Unit  Packages  (unit-dose)  of  100  (intended  for 
institutional  use  only);  in  Patient-Pak™  unit-of-use  bottles  of  100. 
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We  need  someone 

with  the 
ambition  of  an 
investment  banker, 
the  patience  of 
a drivu^  instructor 

and 

the  optimism  of  a 
weatherman. 


We  have  a unique  opportu- 
nity for  someone  very  special. 

A chance  to  spend  two 
years  in  another  country.  To  live 
and  work  in  another  culture.  To 
learn  a new  language  and  acquire 
new  skills. 

The  person  we’re  looking 
for  might  be  a farmer,  a for- 
ester, or  a retired  nurse.  Or 


maybe  a teacher,  a mechanic, 
or  a recent  college  graduate. 

We  need  someone  to  join 
over  5,000  people  already 
working  in  60  developing  coun- 
tries around  the  world.  To  help 
people  live  better  lives. 

We  need  someone  special. 
And  we  ask  a lot.  But  only  be- 
cause so  much  is  needed.  If  this 


sounds  interesting  to  you, 
maybe  you’re  the  person  we’re 
looking  for.  A Peace  Corps 
volunteer.  Find  out.  Call  us  at 
1-800-424-8580,  Ext.  93. 

PeaceCorps. 

Ihe  toughest  job  you’ll  ever  love. 
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ZOVIRAX 

(acydovir) 

CAPSULES 


“Living  in  the  city 
is  lonely  enough... 
with  herpes  it’s  like 
solitary  confinement’.’ 


Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  therapy. 

(In  controlled  studies,  recurrences  were 
totally  prevented  for  4 to  6 months  in  up  to 
75^  of  patients.) 

Please  see  last  fxige  of  this  advertisement  for 
brief  summary  of  prescribing  information. 


ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  m)m 
recurrences. 


Daify  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
discomfort  of  frequent  attacks 
— month  after  month,  year 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  fmm  the  cycle  of 
reciurent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally 
well  tolerated 

Daily  therapy  with  ZOVIRAX 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  unique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should 
be  considered  when  selecting 
daily  therapy  with  ZOVIRAX 
CAPSULES. 

Please  see  brief  summary  of 
prescribing  information  on  next  page. 


Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acydovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Capsules 
are  indicated  for  the  treatment  of  initial  episodes 
and  the  management  of  recurrent  episodes  of 
genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  tne  fre- 
quency and  duration  of  episodes,  and  the  degree  of 
cutaneous  or  systemic  involvement.  These  factors 
should  determine  patient  management,  which  may 
include  symptomatic  support  and  counseling  only, 
or  the  institution  of  specific  therapy.  The  physical, 
emotional  and  psycho-social  difficulties  posed  by 
herpes  infections  as  well  as  the  degree  of  debilita- 
tion, pau'ticularly  in  immunocompromised  patients, 
are  unioue  for  each  patient,  and  the  physician 
should  determine  therapeutic  alternatives  based  on 
his  or  her  understanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  ^propriate  in 
treating  all  genital  herpes  infections.  Tne  following 
guidelines  may  be  useful  in  weighing  the  benefit; 
risk  considerations  in  specific  di.sease  categories: 
First  Episodes  (primary  and  nonprimary  infec- 
tions — commonly  known  as  initial  genital  herpesi: 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infection 
(detection  of  virus  in  lesions  by  tissue  culture!  and 
lesion  healing.  The  duration  of  pain  and  new  lesion 
formation  was  decreased  in  some  patient  groups. 
The  promptness  of  initiation  of  therapy  andor  the 
patient's  prior  exposure  to  Herpes  simplex  virus 
may  influence  the  degree  of  benefit  from  therapy. 
Patients  with  mild  disease  may  derive  less  benefit 
than  those  with  more  severe  episodes.  In  patients 
with  extremely  severe  episodes,  in  which  prostra- 
tion, central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication 
require  hospitalization  and  more  aggressive  man- 
agement, therapy  may  be  best  initiated  with  intra- 
venous Zovirax. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
episodes  per  year)  have  shown  that  Zovirax  Capsules 
given  for  4 to  6 months  prevented  or  reduced  the 
frequency  andor  .severity  of  recurrences  in  greater 
than  95'r  of  patients.  Clinical  recurrences  were 
prevented  in  40  to  Ib^c  of  patients.  Some  patients 
experienced  increased  severity  of  the  first  episode 
following  cessation  of  therapy;  the  severity  of 
subsequent  episodes  and  the  effect  on  the  natural 
history  of  the  disease  are  still  under  study. 

The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes  of 
genital  heroes  have  been  established  only  for  up  to 
6 months.  Chronic  suppressive  therapy  is  most 
appropriate  when,  in  the  judgement  of  the  physi- 
cian, the  benefits  of  such  a regimen  outweigh 
knowm  or  potential  adverse  effects.  In  general, 
Zovirax  Capsules  should  not  be  used  for  the  sup- 
pression of  recurrent  disease  in  mildly  affectea 
atients.  Unanswered  questions  concerning  the 
uman  relevance  of  in  vitro  mutagenicity  studies 
and  reproductive  toxicity  studies  in  animals  given 
very  high  doses  of  acyclovir  for  short  periods  (see 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility)  should  be  borne  in  mind  when  designing 
long-term  management  for  individual  patients. 
Discussion  of  these  issues  with  patients  will  provide 
them  the  opportunity  to  weigh  the  potential  for 
toxicity  against  the  severity  of  their  disease.  Thus, 
this  regimen  should  be  considered  only  for  appro- 
priate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefit/risk  assessment  of  pro- 
longed therapy. 

Limited  studies  have  shown  that  there  cU'e 
certain  patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  TTiis 
approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 


Immunocompromised  patients  with  recurrent 
herpes  infections  can  be  treated  with  either  inter- 
mittent or  chronic  suppressive  therapy.  Clinically 
significant  resistance,  although  rare,  is  more  likely 
to  be  seen  with  prolonged  or  repeated  therapy  in 
severely  immunocompromised  patients  with  active 
lesions. 

CONTRAINDICATIONS:  Zovirax  Capsules  are 
contraindicated  for  patients  who  develop  hypersen- 
sitivity or  intolerance  to  the  components  of  the 
formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies  at 
high  concentrations  of  drug  (see  PRECAUTIONS  — 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility).  The  recommended  dosage  and  length  of 
treatment  should  not  be  exceeded  (see  DOSAGE 
AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acyclovir 
in  vitro  can  lead  to  the  emergence  of  less  sensitive 
viruses.  The  possibility  of  the  appearance  of  less 
sensitive  viruses  in  man  must  be  borne  in  mind 
when  treating  patients.  The  relationship  between 
the  in  vitro  sensitivity  of  Herpes  simplex  virus  to 
acyclovir  and  clinical  response  to  therapy  has  yet  to 
be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiving 
acyclovir,  all  patients  should  be  advised  to  take 
particular  care  to  avoid  potential  transmission  of 
virus  if  active  lesions  are  present  while  they  are  on 
therapy.  In  severely  immunocompromised  patients, 
the  physician  should  be  aware  that  prolonged  or 
repeated  courses  of  acyclovir  may  result  in  selection 
of  resistant  viruses  which  may  not  fully  respond  to 
continued  acyclovir  therapy. 

Drug  Interactions:  Co-administration  of  probene- 
cid with  intravenous  acyclovir  has  been  shown  to 
increase  the  mean  half-life  and  the  area  under  the 
concentration-time  curve.  Urinary  excretion  and 
renal  clearance  were  correspondingly  reduced. 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility:  Acyclovir  was  tested  in  lifetime  bioassays 
in  rats  and  mice  at  single  daily  doses  of  .50, 150  and 
450  mg  kg  given  by  gavage.  There  was  no  statisti- 
cally significant  difference  in  the  incidence  of 
tumors  between  treated  and  control  animals,  nor 
did  acyclovir  shorten  the  latency  of  tumors.  In  2 in 
vitro  cell  transformation  assays,  used  to  provide 
preliminary  assessment  of  potential  oncogenicity  in 
advance  of  these  more  definitive  life-time  nioassays 
in  rodents,  conflicting  results  were  obtained. 
Acyclovir  was  positive  at  the  highest  dose  used  in 
one  system  and  the  resulting  morphologically 
tran-sformed  cells  formed  tumors  when  inoculated 
into  immunosuppressed,  syngeneic,  weanling  mice. 
Acyclovir  was  negative  in  another  transformation 
system  considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of  chromo- 
somal damage  at  maximum  tolerated  parenteral 
do.ses  of  100  mg  kg  acyclovir  in  rats  but  not  Chinese 
hamsters;  higher  doses  of  500  and  1000  mg  kg  were 
cla.stogenic  in  Chinese  hamsters.  In  addition,  no 
activity  was  found  after  5 days  dosing  in  a dominant 
lethal  study  in  mice.  In  6 of  11  microbial  and  mam- 
malian cell  as.says.  no  evidence  of  mutagenicity  was 
observed.  At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mammalian 
cell  assays  (human  lymphocytes  and  L5178Y  mouse 
lymphoma  cells  in  vitro),  positive  responses  for 
mutagenicity  and  chromosomal  damage  occurred, 
but  only  at  concentrations  at  least  400  times  the 
acyclovir  plasma  levels  achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertility 
or  reproduction  in  mice  (450  mgkg/day,  p.o.)  or  in 
rats  (25  mg/K^  ■'ay, . ;-.).  At  50  mg/kg/day  s.c.  in  the 
rat,  there  was  a *>  tis. 'rally  significant  increase  in 
post-implantation  -v  b,.;  no  concomitant  decrease 
in  litter  size.  In  fema,c  rabbits  treated  subcutan- 
eously with  acyclovir  subsequent  to  mating,  there 
was  a statistically  significant  decrease  in  implanta- 
tion efficiency  but  no  concomitant  decrease  in  litter 
size  at  a dose  of  50  mg(kg  day.  No  effect  upon 
implantation  efficiency  was  observed  when  the 
same  dose  was  administered  intravenously.  In  a rat 
peri-  and  postnatal  study  at  50  mg.kg/day  s.c.,  there 
was  a statistically  significant  decrease  in  the  group 
mean  numbers  of  corpora  lútea,  total  implantation 
sites  and  live  fetuses  in  the  F,  generation.  Although 
not  statistically  significant,  there  was  also  a dose 
related  decrease  in  group  mean  numbers  of  live 
fetuses  and  implantation  sites  at  12.5  mgkg/day 
and  25  mg.kg/aay,  s.c.  The  intravenous  administra- 
tion of  100  mgkg/day,  a dose  known  to  cause  ob- 
structive nephropathy  in  rabbits,  caused  a 
significant  increase  in  fetal  resorptions  and  a 
corresponding  decrease  in  litter  size.  However,  at  a 


maximum  tolerated  intravenous  dose  of  50  mgkg/ 
day  in  rabbits,  there  were  no  drug-related  reproduc- 
tive effects. 

Intraperitoneal  doses  of  320  or  80  mgkg/day 
acyclovir  given  to  rats  for  1 and  6 months,  respec- 
tively, caused  testicular  atrophy.  Testicular  atrophy 
was  persistent  through  the  4-week  postdose  recovery 
phase  after  320  mgkg/day;  some  evidence  of  recov- 
ery of  sperm  production  was  evident  30  days  post- 
dose. Intravenous  doses  of  100  and  200  mg/kg/day 
acyclovir  given  to  dogs  for  31  davs  caused  asperma- 
togenesis. Testicles  were  normal  in  dogs  given 
50  mgkg/day,  i.v.  for  one  month. 

Pregnancy:  Teratogenic  Effects:  Pregnancy 
Category  C.  Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mgkg/day,  p.o.),  rat  (50  n^kg/day,  s.c.) 
or  rabbit  (50  mgkg/day,  s.c.  and  i.v.).  'fnere  are  no 
adequate  and  well-controlled  studies  in  pregnant 
women.  Acyclovir  should  not  be  used  during  preg- 
nancy unless  the  potential  benefit  justifies  the 
potential  risk  to  the  fetus.  Although  acyclovir  was 
not  teratogenic  in  animal  studies,  the  drug’s  poten- 
tial for  causing  chromosome  breaks  at  high  concen- 
tration shouldbe  taken  into  consideration  in 
making  this  determination. 

Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  Zovirax  is  administered  to  a 
nursing  woman.  In  nursing  mothers,  consideration 
should  be  given  to  not  using  acyclovir  treatment  or 
discontinuing  breastfeeding. 

Pediatric  Use:  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS -Short-Term  Admin- 
istration: The  most  frequent  adverse  reactions 
reported  during  clinical  trials  were  nausea  and/or 
vomiting  in  8 of  298  patient  treatments  (2.7%)  and 
headache  in  2 of  298  (0.6%).  Less  frequent  adverse 
reactions,  each  of  which  occurred  in  1 of  298  patient 
treatments  (0.3%),  included  diarrhea,  dizziness, 
anorexia,  fatigue,  edema,  skin  rash,  leg  pain, 
inguinal  adenopathy,  medication  taste  and  sore 
throat, 

Long-Term  Administration:  The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251  (8.8%), 
nausea  and/or  vomiting  in  20  of  251  (8.0%),  vertigo 
in  9 of  251  (3.6% ),  and  arthralgia  in  9 of  251  (3.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  less  than  3%  of  the  251  patients  (see 
number  of  patients  in  parentheses),  included  skin 
rash  (7),  insomnia  (4),  fatigue  (7),  fever  (4),  palpita- 
tions (1),  sore  throat  (2),  superficial  thrombopnlebi- 
tis  (1),  muscle  cramps  (2),  pars  planitis  (1), 
menstrual  abnormality  (4),  acne  (3),  lymphadenopa- 
thy  (2),  irritability  (1),  accelerated  hair  loss  (1),  and 
depression  (1). 

DOSAGE  AND  ADMINISTRATION:  Treat- 
ment  of  initial  genital  herpes:  One  200  mg 
capsule  every  4 hours,  while  awake,  for  a total  of 

5 capsules  daily  for  10  days  (total  50  capsules). 

Chronic  suppressive  therapy  for  recurrent 
disease:  One  20)0  mg  capsule  3 times  daily  for  up 
to  6 months.  Some  patients  may  require  more  drug, 
up  to  one  200  mg  capsule  5 times  daily  for  up  to 

6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awake,  for  a total  of  5 capsules 
daily  for  5 days  (total  25  capsules).  Therapy  should 
be  initiated  at  the  earliest  sign  or  symptom  (pro- 
drome) of  recurrence. 

Patients  With  Acute  or  Chronic  Renal 
Impairment:  One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clearance 
:sl0  ml/min/1.73/m2. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue,  opaque) 
containing  200  mg  acyclovir  and  printed  with 
■Wellcome  ZOVIRAX  200”  - Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  15°-30°C  (59°-86°F)  and  protect  from  light. 

*In  controlled  studies,  recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 

BurroughK  Wellcome  Co..  Research  Triangle  Park,  North  Carolina  27709 
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Cesarean  Sections  in  Puerto  Rico: 
Are  Rates  Unreasonabie? 

Manuel  E.  Rivera-Alsina,  MD 
Julio  E.  Rivera-Prats,  MD 


During  the  past  two  decades  cesarean  section  rates 
have  increased  worldwide.  This  increase  has  been 
more  notable  in  the  United  States.  The  steady  rise  in 
cesareans  is  quoted  at  5.7%  in  1970,  9. 1%  in  1974,  14.7% 
in  1978  and  21.2%  in  1984.'  In  Puerto  Rico  the  same  trend 
has  been  noted.  Private  institutions  apparently  have  a 
higher  rate  of  cesarean  sections  than  teaching  institutions 
(see  Table  1 ).  This  paper  will  explore  some  of  the  reasons 
for  the  steady  rise  in  cesareans  and  call  for  a serious  study 
to  obtain  true  data  about  this  emerging  problem  in  our 
island. 


Table  I - Cesarean  Section  Rate 

-1985 

Hospital 

University  District  Hospital* 

30-40'7, 

San  Juan  City  Hospital 

21.6  % 

Ashford  Presbyterian  Community  Hospital 

37.2  % 

Auxilio  Mutuo  Hospital 

53% 

San  Pablo  Medical  Center 

50.8  % 

Hospital  del  Maestro 

60% 

• All  elective  repeat  cesarean  sections  from  Carolina  Area  Hospital  are 
referred  to  UDH,  thus  falsely  elevating  the  cesarean  section  rate. 


The  only  acceptable  reason  for  a rising  cesarean 
section  rate  is  the  improvement  of  perinatal  mortality 
and  morbidity  or  for  saving  the  endangered  life  of  the 
mother.  These  are  the  only  reasons  why  an  obstetrician 
should  undertake  a surgical  procedure  that  increases  the 
maternal  morbidity  and  mortality.  Even  though  many 
variables  affect  perinatal  mortality  and  morbidity  it  is 
well  known  that  the  rising  cesarean  rate  has  not  improved 
the  former.  Puerto  Rico  has  a perinatal  mortality  of 
about  19/1000.^  It  is  obvious  the  we  are  not  improving 
perinatal  outcome  by  increasing  the  number  of  cesarean 
sections. 


Address  reprint  requests  to:  Manuel  E.  Rivera-Alsina.  MD,  Maternal- 
Fetal  Medicine,  633  Hipódromo  Ave.,  Suite  102,  Santurce,  Puerto 
Rico' 00907 


Several  factors  are  associated  to  the  striking  rise  in 
cesarean  section  rate.  Some  of  the  factors  involved  are: 

A.  Electronic  fetal  monitoring 

B.  Repeat  cesarean  sections 

C.  Abandonment  of  difficult  midforceps 

D.  Malpresentations 

E.  Poor  progress  in  labor 

F.  Multiple  gestation 

G.  Malpractice  concern 

If  we  consider  that  women  undergoing  cesarean  sec- 
tions have  a higher  risk  for  complications  when 
compared  to  vaginal  delivery,  it  is  clear  that  we  should 
evaluate  our  obstetrical  practice  and  take  steps  to  lower 
the  number  of  cesarean  sections.  The  authors  will 
discuss  in  a superficial  manner,  the  factors  associated 
with  the  increasing  rate  in  cesarean  sections.  The  purpose 
of  this  paper  is  to  open  a dialogue  between  obstetricians 
in  order  to  improve  the  practice  of  obstetrics  in  Puerto 
Rico. 

Electronic  Fetal  Monitoring  (EFM) 

Reports  from  U.S.C.  Medical  Center  in  California  and 
Sloane  Hospital  for  Women  in  New  York^  demonstrated 
that  the  introduction  of  EFM  initially  increased  the 
number  of  sections  for  fetal  distress.  As  physicians  were 
better  trained  and  felt  more  comfortable  with  EFM  there 
was  a sharp  decline  in  the  diagnosis  of  fetal  distress  and 
sections  for  this  diagnosis.  It  is  well  known  that  the 
correlation  of  ominous  patterns  in  EFM  and  acidosis  in 
the  newborn  is  not  always  100%.  Other  means  of 
antenatal  and  intrapartum  fetal  surveillance  will  improve 
the  pick  up  of  truly  affected  fetuses. 

There  are  generations  of  obstetricians  in  Puerto  Rico 
that  lack  formal  training  or  have  only  partial  training  in 
EFM.  This  problem  could  be  solved  if  teaching  institu- 
tions monitor  the  formal  training  offered  to  residents  and 
if  private  hospitals  start  offering  a basic  course  in  EFM  to 
their  faculty.  After  the  course  is  offered,  periodic  peer 
random  evaluation  of  the  fetal  monitor  strips  should  be 
undertaken.  This  ongoing  program  should  evaluate  new 
methods  for  fetal  monitoring  and  report  to  the  faculty 
members  their  findings. 
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Repeat  Cesarean  Sections 

In  September  1979  the  National  Institute  of  Child 
Health  and  Human  Development  sponsored  a Consensus 
Development  Conference  on  Cesarean  Childbirth.'*  One 
of  their  recommendation  was  that  with  the  proper  selec- 
tion of  cases  a safe  trial  of  labor  and  vaginal  delivery  was 
possible  for  patients  with  prior  low  transverse  cesarean 
sections.  Even  with  this  recommendation  and  the 
statement  from  the  American  College  of  Obstetricians 
and  Gynecologists  agreeing  that  it  is  safe,  under  certain 
guidelines,  to  allow  patient  a trial  of  labor  after  cesarean 
sections  the  program  has  been  very  slow.  In  1984  only  4% 
of  women  with  a previous  cesarean  had  a vaginal 
delivery.^ 

In  Puerto  Rico  only  three  hospitals  have  a protocol  for 
allowing  a trial  of  labor  after  cesarean  sections.  These 
are:  Ashford  Presbyterian  Community  Hospital,  Univer- 
sity District  Hospital  and  San  Juan  City  Hospital.  In  a 
future  report  we  will  discuss  the  experience  at  Ashford 
Presbyterian  Community  Hospital,  suffice  it  to  say  that  it 
has  been  a positive  experience  and  it  has  helped  to  lower 
the  overall  cesarean  rate.  We  should  explore  this  method 
in  our  island,  the  literature  attest  to  its  safety. 

Abandonment  of  Difficult  Midforceps 

Multiple  studies  condemned  the  use  of  midforceps  in 
obstetrics.^  Not  only  was  the  difficult  midforcep  opera- 
tion abandoned  but  so  was  the  easy  outlet  forcep. 
Generations  of  obstetricians  will  rather  do  a cesarean 
section  than  do  a low  outlet  forcep  operation.  Technical 
skills  were  lost  due  to  lack  of  training.  The  issue  is  marred 
by  old  statistics  associating  forceps  and  increased 
perinatal  mortality  and  morbidity.  These  statistics  engulf 
all  forceps  applications  and  did  not  break  down  the  out- 
come by  mid  or  low  forceps  operations.  Again  litigation 
places  high  among  reason  for  the  abandonement  of  all 
forceps. 

Malpresentations/Multiple  Gestations 

These  two  conditions  are  closely  associated  with  the 
issue  of  prematurity.  Several  studies  have  advocated  for 
the  use  of  cesarean  sections  in  all  premature  breech, 
second  twins  in  breech  presentation  and  some  have  gone 
as  far  as  recommending  that  all  fetuses  in  breech  presen- 
tation should  be  delivery  by  cesarean  sections.  There  is 
ample  literature  suggesting  that  vaginal  delivery  of  a 
frank  breech  is  an  acceptable  obstetric  choice  if  the  fetus 
weighs  more  than  2000  grams. ^ 

We  strongly  advocate  for  external  cephalic  versions  of 
breech  presentation.  In  a future  article  we  will  picsent  our 
series  and  the  safety  of  this  procedure  when  performed 
with  sonographic  guidance  and  tocolysis.  This  alterna- 
tive will  help  lower  the  number  of  sections  for  breech 
presentation. 


Poor  Progress  of  Labor/Dystocia 

With  new  technology,  monitoring  of  labor  has  become 
routine.  We  are  monitoring  fetal  heart  rate  as  well  as 
uterine  contractions.  If  we  add  the  objective  monitoring 
of  cervical  dilatation  and  effacement  as  well  as  descent  of 
the  presenting  part,  we  have  a strong  system  that  will  help 
us  diagnose  problems  with  progress  of  labor.  This  early 
and  accurate  system  will  allow  us  to  discover  compli- 
cations early  in  labor  and  actively  manage  the  problems. 
Clinical  pelvimetry  has  been  proven  as  accurate  as  X ray 
pelvimetry.  The  judicious  use  of  oxytocin  and  allowing 
for  a good  labor  pattern  has  decreased  the  number  of 
sections  for  this  reason.  It  is  imperative  that  we  retrain 
ourselves  in  the  definitions  and  meaning  of  labor.  The 
safe  use  of  oxytocin  should  be  part  of  our  effort  to  lower 
the  section  rate  by  use  of  infusion  pumps  and  continous 
fetal  monitoring. 

Malpractice  Concern 

It  is  a common  misconception  that  malpractice  liti- 
gation is  lowered  by  performing  cesarean  sections.  As 
cesarean  sections  rates  increased,  so  has  malpractice 
litigation.  So  frustrating  is  the  new  medicolegal  aspect  of 
medicine  that  some  physicians  lose  perspective  and  start 
practicing  defensive  medicine  by  anecdotal  references 
instead  of  scientific  basis.  The  only  defense  at  present  is  to 
practice  an  open,  sound  medicine.  At  times  not  even  this 
deters  malpractice  litigation. 

Only  part  of  the  definitive  answer  to  malpractice  lies 
with  the  physician,  yet  we  should  be  willing  to  improve 
our  position  in  answering  the  question  posed  by  patients, 
lawyers  and  politicians.  By  increasing  the  cesarean  rates 
without  valid  reasons  we  only  add  to  a muddy  issue. 

Conclusions 

We  have  reviewed  some  of  the  reasons  for  the  striking 
increase  in  the  cesarean  section  rates  in  Puerto  Rico.  The 
purpose  of  this  article  is  to  open  a dialogue  between 
obstetricians  and  health  care  professionals  in  order  to 
study  the  problem  and  to  start  programs  that  will 
improve  the  quality  of  care  in  our  institutions.  Our 
academic  as  well  as  private  institutions  are  full  of  high 
quality  professionals,  lets  use  their  expertise  to  solve  this 
emerging  problems  in  our  island. 

References 

1.  Gleicher  N;  Cesarean  section  rates  in  the  United  States.  JAMA 
1984;  252:3273-78. 

2.  American  College  of  Obstetriciansand  Gynecologists,  Newsletter, 
1985. 

3.  Obstetrical  Decisions  and  Neonatal  Outcome,  Seventy-eighth 
Conference,  1981. 

4.  Cesarean  Childbirth,  Publication  82-2067.  Bethesda,  MD. 
National  Institutes  of  Health,  1981. 

5.  Flamm  B:  Vaginal  birth  after  cesarean  section:  controversies  old 
and  new.  Clinical  Obstetrics  and  Gynecology  1985;  28:735-44 


498 


REVIEW  ARTICLES 


Abscesos  Pulmonares:  Conceptos 
Actuales  y Tratamiento 

Luis  R.  Colón,  MD 
Sonia  Saavedra,  PhD,  MD 
Carlos  H.  Ramírez-Ronda,  MD,  FACP 


Resumen:  La  incidencia  de  abscesos  pulmonares  ha 

aumentado  en  los  últimos  años.  Esto  se  ha  correlacionado 
al  aumento  en  poblaciones  de  pacientes  alcohólicos  e 
inmunocomprometidos  quienes  están  a mayor  riesgo  de 
aspiración  debido  a alteraciones  en  el  estado  de  conciencia. 
Los  organismos  encontrados  más  comunmente  causando 
estos  abscesos  son  bacterias  anaeróbicas  de  las  vías 
respiratorias  altas  acompañados  de  otras  bacterias  que  son 
parte  de  la  flora  indígena  nasofaringeal.  El  tratamiento 
actual  de  estos  pacientes  es  médico,  siendo  el  antibiótico  de 
elección  la  penicilina  o la  clindamicina.  En  circustancias 
especíales  hay  que  recurrir  a tratamiento  quirúrgico. 


El  tratamiento  de  los  abscesos  pulmonares  ha  evolu- 
cionado luego  del  surgimiento  de  los  antibióticos. 
En  la  época  pre-antibióticos,  el  tratamiento  consistia 
principalmente  de  medidas  de  sostén  y drenaje  postural 
con  una  mortalidad  de  34%  y un  32%  de  los  pacientes 
quedaban  con  enfermedad  residual  sintomática.' > ^ 

Con  la  introducción  de  los  antibióticos  se  observó  una 
disminución  dramática  en  el  número  de  pacientes  con 
abscesos  pulmonares.  Sin  embargo,  al  presente  la 
incidencia  de  esta  condición  pulmonar  ha  vuelto  a 
aumentar.  Este  aumento  se  ha  atribuido  en  parte  al 
aumento  en  el  número  de  pacientes  inmunocomprome- 
tidos, pacientes  alcohólicos  y pacientes  con  malignidades 
de  pulmón.^’  ^ 

Patogénesis 

Los  abscesos  primarios  de  pulmón  son  en  su  mayoría  el 
resultado  de  aspiración.  Los  microorganismos  asociados 
principalmente  son  bacterias  anaeróbicas  de  las  vías 
respiratorias  altas.  Esta  condición  se  encuentra  más 
frecuentemente  en  pacientes  que  han  sufrido  un  episodio 
de  aspiración.  Sin  embargo,  también  se  puede  presentar 
en  pacientes  que  no  han  sufrido  episodios  de  aspiración. 

La  aspiración  de  secreciones  de  la  nasofaringe  es 
común  en  personas  saludables  mientras  duermen,  sin  que 
estos  desarrollen  abscesos  pulmonares  o pulmonías  por 
aspiración. ■*  Es  evidente  por  lo  tanto  que  se  necesitan 
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otros  factores  adicionales  a la  alteración  de  la  conciencia 
para  que  desarrollen  abscesos  pulmonares.  Se  ha  demos- 
trado que  los  pacientes  alcohólicos  tienen  una  mayor  sus- 
ceptibilidad a contraer  infecciones  bacterianasdebido a una 
movilización  anormal  de  leucocitos,  fagocitosis  alterada, 
defectos  de  destruir  las  bacterias  fagocitadas  intracelular- 
mente  por  los  fagocitos  y mecanismos  defectuosos  de 
limpieza  de  los  bronquios.^’  ^ La  composición  del  inóculo 
o material  aspirado,  la  frecuencia  y volumen  de  la  aspira- 
ción y la  propensidad  a retener  el  inóculo  bacteriano  en  el 
tracto  respiratorio  bajo  son  otros  factores  que  aumentan 
la  incidencia  de  los  abscesos  pulmonares.^’  ^ 

En  general,  los  factores  predisponentes  para  desarro- 
llar abscesos  pulmonares  son: 

1)  disminución  del  reflejo  de  deglución;  2)  alteración  en  el 
movimiento  de  los  cilios;  3)  alteración  de  la  función  de 
los  macrófagos  pulmonares;  4)  aumento  en  las  secrecio- 
nes del  tracto  respiratorio  y/o  aumento  en  el  número  de 
organismos  en  dichas  secreciones;  5)  enfermedad  perio- 
dontal; 6)  convulsiones;  7)  accidentes  cerebrovasculares; 
8)  enfermedades  del  sistema  nervioso  central;  9)  alcoho- 
lismo; 10)  anestesia  general;  11)  cirugía  de  cabeza  y 
cuello;  12)  disfagia,  13)  estar  bajo  los  efectos  de  drogas 
soporíferas;  14)  utilización  de  tubo  endotraqueal; 
15)  traqueostomía;  16)  diabéticos  y uso  de  cortico- 
esteroides,'"*’ 

Una  vez  que  ocurre  aspiración  hay  una  pneumonitis 
con  un  cuadro  clínico  similar  al  de  una  pulmonía  bac- 
teriana excepto  por  una  evolución  más  indolente  e 
insidiosa.®  Las  bacterias  se  alojan  en  el  pulmón  y se 
producen  toxinas  que  afectan  el  suplido  sanguíneo  de  los 
vasos  pequeños,  causando  necrosis  y supuración.^  La  evi- 
dencia radiológica  de  un  absceso  pulmonar  será  evidente  en 
los  próximos  8-14  días. ^ La  formación  del  absceso  requiere 
más  de  dos  microorganismos  anaeróbicos  siendo  éste  un 
ejemplo  de  singergismo  bacteriano.®  El  absceso  puede 
catalogarse  como  agudo  o crónico  dependiendo  de  la 
duración  de  los  síntomas  antes  de  la  presentación  usando 
el  período  de  6 semanas  como  punto  de  demarcación. 

Los  lugares  más  frecuentes  para  la  formación  de 
abscesos  son  el  segmento  posterior  del  lóbulo  superior 
derecho,  el  segmento  superior  del  lóbulo  inferior  derecho 
y el  segmento  superior  del  lóbulo  inferior  izquierdo.'’ 

Esto  se  debe  a que  el  orificio  bronquial  de  estos  segmen- 
tos están  más  orientados  con  el  tracto  respiratorio  alto  en 
la  posición  supina.  Es  importante  señalar  que  las 
cavidades  en  el  lóbulo  superior  derecho  tardan  más  en 
desaparecer.'" 
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Complicaciones 

Las  complicaciones  de  abscesos  pulmonares  son  poco 
frecuentes.  Entre  estas  se  encuentran  la  hemoptisis 
masiva,  septicemia,  ruptura  del  absceso  a la  cavidad 
pleural  causando  empiema,  diseminación  del  absceso  a 
otras  partes  del  pulmón,  malnutrición,  abscesos  metastá- 
sicos  a cerebro  y amiloidosis.^’  ^ 

Diagnóstico 

El  diagnóstico  de  los  abscesos  pulmonares  es  básica- 
mente clínico.  Entre  los  síntomas  y signos  que  puede 
presentar  el  paciente  se  encuentran  fiebre,  leucocitosis, 
tos  productiva  con  esputo  purulento  y mal  oliente,  dolor 
pleurítico,  dificultad  para  respirar,  fatiga,  escalofríos 
abruptos,  pérdida  de  peso,  hemóptisis  y sudora- 
ción.^’  " La  producción  de  esputo  purulento  es 
altamente  significativa  en  el  diagnóstico  pero  la  ausencia 
de  este  no  descarta  la  posibilidad  de  infección  por 
anaerobios.'*  La  presencia  de  un  absceso  puede  eviden- 
ciarse a través  de  una  radiografía  de  pecho  si  se  ve  una 
cavidad  con  un  nivel  hidro-aéreo.  sin  embargo,  hay  que 
descartar  otras  causas  de  cavitación  pulmonar  tales  como 
tuberculosis,  carcinoma,  enfermedad  por  hongos,  enfer- 
medad granulomatosa  que  no  sea  tuberculosis,  quiste  o 
bula  pulmonar  infectada,  extensión  de  un  proceso  sub- 
frénico o una  cavitación  causada  por  un  infarto 
pulmonar.^’  La  epidemiología,  historial  y evolución 
ayudan  a diferenciar  clínicamente  cuál  es  el  diagnóstico 
más  probable. 

Si  en  la  radiografia  aparece  una  masa  sólida  sin  nivel 
hidroaéreo  el  diagnóstico  se  hace  más  difícil.  En  estos 
casos  una  broncoscopía  con  biopsia  o un  tomograma 
computarizado  son  de  gran  ayuda. 

La  aspiración  transtraqueal  es  de  gran  valor  para 
establecer  el  diagnóstico  microbiológico  cuando  el 
paciente  no  produce  una  muestra  buena  de  esputo.  Un 
microorganismo  se  considera  como  posible  agente  etioló- 
gico  si  se  encuentra  en  cantidades  de  lO^ml  o más  en  el 
aspirado  o si  se  aísla  de  líquido  pleural  o sangre. '*  Esta 
técnica  no  es  inocua  y puede  causar  hemóptisis  en 
algunos  casos.  Contraindicaciones  para  efectuar  una 
aspiración  transtraqueal  son  diátesis  sanguíneas,  hemóp- 
tisis e hipoxia  severa.'^  La  aspiración  transtorácica 
también  es  un  buen  método  de  diagnóstico  cuando  el 
absceso  está  accesible.'^ 

Bacteriología 

Es  muy  importante  definir  los  microorganismos 
envueltos  en  un  absceso  pulmonar  para  poder  tratar  ade- 
cuadamente al  paciente.  Estudios  de  la  flora  bacteriana 
que  se  recobra  demuestran  que  los  organismos  anaeró- 
bicos  juegan  un  papel  importante  en  la  patogénesis  de  la 
condición  cuando  ésta  se  debe  a aspiración.  Por  el 
contrario,  cuando  no  se  sospecha  aspiración  como  el 
factor  causal,  predominan  los  microorganismos  aeró- 
bicos.*  Pacientes  que  han  aspirado  muestran  usualmente 
múltiples  especies  de  microorganismos.  Los  que  no  han 
aspirado  muestran  usualmente  dos  o menos  especies.* 
Algunos  de  los  pacientes  con  abscesos  pulmonares  que 
muestran  pocos  microorganismos  en  un  aspirado 


transtraqueal  frecuentemente  tienen  carcinoma  bron- 
cogénico  concomitante.  Aunque  esta  asociación  no  ha 
sido  probada  por  completo  la  misma  es  de  gran 
importancia.*’ 

La  flora  bacteriana  de  pacientes  con  infección 
pulmonar  adquirida  en  la  comunidad  difiere  de  la  flora 
que  presentan  los  pacientes  hospitalizados. ’ En  los 
pacientes  que  desarrollan  la  infección  en  la  comunidad 
predominan  los  microorganismos  anaeróbicos  mientras 
que  en  los  pacientes  hospitalizados  hay  una  flora  mixta 
consistente  de  aeróbicos  y anaeróbicos  donde  se 
encuentran  jugando  un  papel  importante  los  bacilos 
entéricos  Gram-negativos,  incluyendo  Pseudomonas, 
Klebsiella,  Acinetobacter  y Serratia.  Esta  diferencia  se 
debe  a la  colonización  de  la  orofaringue  que  ocurre  en  el 
paciente  hospitalizado. '* 

La  bacteriología  de  los  abscesos  pulmonares  está 
resumida  en  la  Tabla  1. 


Tabla  I 

Bacterias  Anaeróbicas 


Bacterias  Anaeróbicas 

Peptostreptococos 

Peptococos 

Fusobacterium  nucleatum 
Bacteroides  melaninogenicus 
Bacteroides  fragilis 

Bacterias  Aeróbicas 

Staphylococcus  aureus 
Escherichia  coli 
Klebsiella  pneumoniae 
Pseudomonas  aeruginosa 
Streptococcus  pneumoniae  tipo  III 
Haemophilus  influenzae 


Tratamiento 

La  eficacia  de  los  agentes  antimicrobianos  ha  dis- 
minuido la  necesidad  de  tratamientos  quirúrgicos.  El 
uso  de  antibióticos  de  amplio  espectro  para  comenzar  un 
tratamiento  empírico  en  estos  pacientes  mientras  los 
resultados  bacteriológicos  están  disponibles  no  es 
aceptable  pues  la  flora  bacteriana  que  predomina  en  la 
orofaringe  es  de  organismos  que  en  su  mayoría 
responden  a penicilina.  Es  por  esto  que  el  antibiótico  de 
primera  línea  para  el  tratamiento  de  los  abscesos  pulmo- 
nares secundarios  a aspiración  es  la  penicilina  G en  dosis 
altas. *’  '*’  Hay  estudios  que  recomiendan  el 

uso  de  clindamicina  como  tratamiento  inicial  empí- 
rico. 

Un  10-30%  de  los  abscesos  pulmonares  presentan 
microorganismos  resistentes  a penicilina.®  Esta  resisten- 
cia es  mediada  por  plasmidios  y se  debe  a la  producción 
de  B-lactamasa.^°  Sin  embargo,  estos  microorganismos 
aunque  no  son  sensitivos  in  vitro  responden  clínicamente 
a penicilina.  Esta  discrepancia  sugiere  que  los  abscesos 
pulmonares  pueden  ser  el  resultado  sinergístico  de  los 
varios  microorganismos  envueltos  en  la  infección.*’  '® 
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En  pacientes  alérgicos  a penicilina  o en  infecciones  con 
organismos  resistentes  a éstas,  la  clindamicina  es  el 
antibiótico  de  elección.*'’  Un  medicamento  alterno 
de  utilidad  puede  ser  el  cefoxitin. 

Cuando  los  resultados  bacteriológicos  están  dispo- 
nibles y demuestran  organismos  Gram-negativos,  añadir 
un  aminoglucósido  o un  agente  con  actividad  en  contra 
del  microorganismo  aeróbico  Gram-negativo  estaría 
indicado. 

El  tratamiento  quirúrgico  al  presente  se  reserva  para 
circunstancias  especiales  cuando  el  tratamiento  ha 
fallado  o el  paciente  desarrolla  complicaciones  que 
ponen  en  riesgo  su  vida.  Los  procesos  quirúrgicos  utili- 
zados, si  necesarios,  consisten  básicamente  de  lobectomía 
o pneumonectomía.  El  tratamiento  quirúrgico  se  justifica 
cuando;  a)  el  absceso  es  mayor  de  6 cm  y no  responde  a 
terapia  médica;  b)  hay  persistencia  de  fiebre  a toxicidad 
significativa  luego  de  terapia  con  antibióticós  por  dos 
semanas;  c)  surge  cronicidad  en  un  período  de  6 a 8 
semanas  donde  no  se  evidencia  respuesta  médica; 
d)  signos  radiológicos  de  mejoría  inadecuada  como 
engrosamiento  de  la  pared  y cambios  bronquiectáticos 
locales;  e)  hemoptisis  significativa  recurrente,  y f)  otras 
complicaciones  como  fístula  bronco-pleural  y empiema.’ 

Algunos  hallazgos  clínicos  que  implican  un  prognós- 
tico pobre  son:  1)  una  cavidad  mayor  de  6 cm; 
2)  síntomas  por  más  de  8 semanas  antes  de  la  presenta- 
ción; 3)  pulmonía  necrotizante  caracterizada  por  múltiples 
abscesos  pequeños  en  segmentos  contiguos;  4)  pacientes 
de  edad  avanzada,  debilitados  o inmunológicamente 
comprometidos;  5)  abscesos  asociados  a obstrucción 
bronquial;  6)  abscesos  causados  por  bacterias  como 
Staphylococcus  aureus  o bacilos  facultativos  Gram- 
negativos.® 


Summary:  The  incidence  of  patients  with  lung  absces- 

ses is  raising.  This  increase  is  correlated  with  an  increase  in 
alcoholic  and  immunocompromised  patient  populations 
which  are  predisposed  to  aspiration  due  to  frequent  altered 
levels  of  consciousness.  The  most  common  organisms 
causing  lung  abscesses  are  anaerobes  from  the  upper 
respiratory  tract  accompanied  of  other  bacteria  that  are 
part  of  the  indigenous  nasopharyngeal  flora.  At  present,  the 
treatment  of  lung  abscesses  is  antibiotics  such  as  penicillin 
or  clindamycin.  On  special  circumstances  surgical  treat- 
ment is  indicated. 
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Ruptured  Sacrococcygeal  Teratoma  in  a 
Newborn:  A Case  Report 


Luis  A.  Aponte  López,  MD* 
Humberto  L.  Lugo  Vicente,  MD** 


Abstract:  Sacrococcygeal  teratoma  in  newborns  are 

tumors  that  contain  tissue  from  the  three  germ  cell  layers. 
Many  theories  explain  their  origin  and  although  many  cases 
have  been  reported,  rupture  during  birth  of  the  child  is  a 
rare  event.  Rupture  of  this  tumor  poses  a emergency 
situation  due  to  the  high  risk  of  hemorrhage,  sepsis  and  fetal 
death.  Prenatal  diagnosis  is  helpful  in  preventing  rupture 
and  its  associated  complications. 

The  first  observation  of  a sacrococcygeal  teratoma  in 
a newborn  was  done  by  P.H.  Pen,  a French  obste- 
trician of  the  17th  century,  due  to  dystocia  which  culmi- 
nated in  pressure  necrosis  of  the  skin  covering  the  tumor.' 
Although  rare,  they  are  the  commonest  tumors  of  the 
sacrococcygeal  region  seen  in  the  first  three  month  of  life. 

Sacrococcygeal  teratomas  of  small  size  are  usually 
associated  with  normal  vaginal  delivery,  but  those  that 
are  large  may  cause  obstetric  complications  such  as 
dystocia,  rupture,  and  stillbirth  in  8-13%  of  pregnancies 
complicated  by  these  extragenital  pelvic  tumors.^  ’ 

The  purpose  of  this  paper  is  to  report  and  discuss  the 
case  of  an  infant  born  in  our  institution  with  a ruptured 
sacrococcygeal  teratoma. 

Case  History 

This  is  the  case  of  a 3070  grams  baby  girl  born  to  a 
Grava  3,  Para  2 Ab  0,  2 1 year  old  mother,  after  39  weeks 
of  gestation,  with  a prenatal  history  of  urinary  tract 
infection  and  a huge  belly  suggestive  of  polyhydramnios. 
During  vaginal  delivery  the  baby  presented  a sacrococ- 
cygeal skin  sac  tumor  which  broke  under  the  pressure  of 
the  cervico- vaginal  pathway,  giving  rise  to  bleeding  and  a 
clear  discharge  from  the  ruptured  area  (see  fig.  1).  The 
area  was  packed  with  sterile  gauze,  the  patient  stabilized, 
started  on  ampicillin  and  garamycin,  and  transfered  to 
the  Neonatal  Intensive  Care  Unit  (NICU).  Surgical 
evaluation  disclosed  a cystic  ruptured  sacrococcygeal 
teratoma  with  some  active  bleeding  and  a poor  to  absent 
rectal  muscle  tone.  After  stabilizing  the  patient  the  tumor 
was  resected,  thus  avoiding  the  risk  of  exsanguinating 
hemorrhage  and  subsequent  sepsis. 


* Universidad  Central  del  Caribe,  School  of  Medicine. 

** Section  of  Pediatric  Surgery,  Department  of  Surgery  of  Bayamón 
University  Hospital  and  the  School  of  Medicine,  Universidad  Central  del 
Caribe. 


Figure  1.  Ruptured  sacrococcygeal  teratoma  showing  (A)  dorsal  aspect 
of  tumor  with  areas  of  rupture,  and  (B)  ventral  aspect  showing  tumor, 
anus  and  genitalia  of  patient. 
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The  procedure  consisted  in  dissection  of  the  tumor 
from  the  surrounding  muscles  of  continence;  the  levator 
ani  and  puborectalis,  so  as  to  leave  the  rectal  wall  macros- 
copically  free  of  tumor.  Dissection  then  proceded  toward 
the  sacral  bones  where  the  arteries  that  supplied  the 
tumor  were  ligated.  The  tumor  was  removed  along  with 
the  coccyx  cartilage  as  a whole,  leaving  bilateral  closed 
suctions  drains  in  the  perirectal  tissues.  The  surrounding 
skin  was  closed  in  chevron  fashion  (see  Fig.  2),  and  the 
baby  transferred  to  NICU  in  stable  conditions. 

Oral  feeding  were  started  the  next  day,  drains  removed 
on  the  third  post-operative  day  and  a 10  day  course  of 
antibiotherapy  ended. 


The  pathological  report  revealed  a mature  cystic 
teratoma  with  overlying  skin  and  no  malignant  degene- 
ration or  inmature  tissues  identified  in  the  specimen. 

The  baby  was  discharged  from  the  hospital  on  the  12th 
post-op  day  doing  well. 

A pelvic  CT-scan  done  at  the  age  of  four  months 
revealed  no  evidence  of  residual  or  recurrent  disease  in 
the  sacrococcygeal  region. 

Discussion 

Sacrococcygeal  teratomas  are  tumors  which  contain 
tissues  that  can  be  traced  back  to  the  three  germ  cell 
layers.''  There  are  many  theories  which  explain  their 
origin,  i.e.,  sequestration  of  cells  of  the  blástula  before 
differential  blocking  of  the  genome  has  ocurred,  a 
derivative  of  an  incomplete  conjoined  twin,  or  may  arise 
from  rest  of  totipotencial  cells  left  behing  during  the 
process  of  embryogenesis.'*’  ^ ® 

Characteristically  this  tumors  present  as  large,  firm, or 
more  commonly  cystic  masses,  which  arise  from  the 
anterior  surface  of  the  sacrum  or  coccyx,  protuding  and 
forming  a large  external  mass.*’  ’ 


Most  teratomas  are  located  in  the  sacrococcygeal 
region.  The  Surgery  Section  of  the  American  Academy  of 
Pediatrics  review  on  teratoma  classified  the  tumors 
depending  on  the  degree  of  protussion  into  the  sacroco- 
ccygeal area  as:  I (totally  external),  II  (almost  completely 
external).  III  (almost  completely  internal),  and  IV  (totally 
internal).* 

The  incidence  of  these  tumors  is  in  the  range  of  1 in  30- 
40,000  live  births,  with  three-fourth  of  the  patients  being 
females.'  It  is  the  most  common  tumor  during  the 
newborn  age'*  and  is  usually  diagnosed  during  the  first 
day  of  life. 

The  size  of  the  tumor  does  not  correlate  with  its  histo- 
logy, being  the  small  intrapelvic  tumors  the  most  likely  to 
have  the  greatest  malignant  potential. On  the  other 
hand  the  malignant  potential  of  the  tumor  has  been 
found  to  increase  with  delay  in  diagnosis  and  age  of  the 
patient.***’  ** 

Birth  rupture  of  a sacrococcygeal  teratoma  is  a rare 
event,  but  does  occur  in  some  deliveries  where  a prenatal 
diagnosis  is  not  done  and  the  tumor  is  large  enough.^’  ® 
Findings  which  should  alert  the  physician  toward  suspec- 
ting the  diagnosis  during  pregnancy  are:  huge  bellies,  “to 
large”  uterus  for  gestational  age,  polyhydramnios, 
increase  level  of  alphafetoprotein  in  the  amniotic  fluid 
and  bimanual  palpation  of  extremely  big  masses.  The 
abdominal  sonogram  which  is  becoming  almost  routine 
during  the  prenatal  care  of  mothers  should  be  the 
preferred  method  of  choice  to  confirm  the  diagnosis. 
Screening  programs  with  sonography  are  usually  started 
between  the  15th  and  21st  week  of  gestation.  The  tumor 
commonly  appear  solid  in  the  study,  but  due  to  regres- 
sion may  contain  cystic  portions  as  well.*^  Once  the 
diagnosis  is  confirmed  the  mother  can  be  offered  the 
opportunity  of  an  elective  Cesarean  section  with  delivery 
in  a tertiary  center  where  neonatal  surgery  is  readily 
available  for  correction  of  this  congenital  anomaly.**’  *T 
The  alternative  of  forcible  delivery  could  cause  rupture  of 
the  tumor,  hemorrhage  and  fetal  demise.^’  *b 

Most  fetal  sacrococcygeal  teratomas  have  been  diagnosed 
during  the  22nd  to  34th  week  of  gestation  due  to  enlarged 
uterus  and/or  associated  polyhydramnios.  Presentation 
after  the  30th  week  of  gestation  has  been  found  to 
correlate  with  fetal  survival  after  planned  cesarean 
delivery.  Most  cases  with  hydrops  and/or  placento- 
megaly  in  association  with  this  tumor  predicts  fetal  death 
with  most  dying  in  útero,  most  probably  secondary  to 
massive  hemorrhage  into  the  tumor. *^ 

Small  sonographic  diagnosed  teratomas  could  be 
confused  with  other  malformations  arising  in  the  same 
anatomic  area  such  as:  lipomas,  ganglioneuromas, 
meningomyeloceles,  rectal  duplications,  diastemato- 
myelia,  and  conjoined  twins. *A  When  in  doubt  and 
the  tumor  seems  to  be  small,  a reasonable  choice  would 
be  vaginal  delivery  with  stand-by  cesarean  section  in  case 
of  significant  obstruction  to  delivery. 

The  primary  treatment  of  a ruptured  Sacrococcygeal 
teratoma  is  inmediate  resection  after  patient  stabilization 
is  achieved,  since  the  risk  of  death  from  hemorrhage  and 
sepsis  is  very  high  for  these  babies.®’  *®  Other  complica- 
tions which  should  be  averted  are  renal  failure  and 
disseminated  intravascular  coagulation.  The  blood 
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supply  to  the  tumor  comes  from  the  middle  sacral  artery, 
so  that  early  identification  and  ligation  of  these  vessels 
prevent  excessive  blood  loss  and  tumor  spread  in  cases  of 
malignancy.^®’  The  coccyx  or  lower  sacral  segments 
should  be  excised  with  the  tumor  since  there  is  a 37% 
recurrence  rate  when  leaving  them  in  place. Sometimes 
an  abdominal  approach  combined  with  a sacral 
approach  is  required  in  tumors  with  intrapelvic 
extension.^®’  In  other  occasions  where  tumors  obstruct 
labor  and  the  infant  is  partially  delivered,  surgery  has 
proven  to  be  safe  in  prevention  of  tumor  rupture  and 
consequent  fetal  death. 

After  excision,  prognosis  is  good  as  long  as  it  is 
complete  along  with  the  coccyx  and  no  malignant 
histology  is  encountered  in  the  specimen. 

We  beleive  that  with  the  routine  use  of  abdominal 
sonography,  the  prenatal  diagnosis  of  fetal  sacrococ- 
cygeal teratoma  should  be  done  in  most  cases  of  large 
tumors.  These  patients  should  be  referred  to  centers 
where  neonatal  surgery  is  available  and  a planned 
cesarean  section  discussed  with  the  mother  in  order  to 
reduce  the  small  incidence  of  dystocia,  tumor  rupture  and 
fetal  death. 

A interdisciplinary  team  approach  composed  of 
obstetrician,  neonatologist,  surgeons  and  geneticist 
should  reduce  the  psychological  strain  to  the  parents, 
give  a feeling  of  security  and  plan  optimal  therapy  of  this 
congenital  malformation.^^’ 


Resumen;  Los  teratomas  sacrocoxigeos  en  recién 
nacidos  son  tumores  que  contienen  tejido  proveniente  de  las 
tres  capas  de  células  germinales.  Muchas  teorías  explican 
su  origen,  y aunque  muchos  casos  se  han  reportado  en  la 
literatura,  la  ruptura  de  este  tumor  durante  el  parto  es  un 
evento  sumamente  raro.  Como  consecuencia  directa  de 
ruptura  de  este  tumor,  el  neonato  se  enfrenta  a un  alto 
riesgo  de  hemorragia,  infección  y muerte  fetal.  El  diagnós- 
tico prenatal  ha  ayudado  a reducir  la  ruptura  de  este  tumor 
durante  el  parto  y sus  consecuente  complicaciones. 
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In  1980, 26  million  Americans  ( 1 1%  of  the  population) 
were  over  the  age  of  65. ‘ By  the  year  2030,  it  is 
predicted  that  one  in  five  Americans  will  be  over  the  age 
of  65.  This  graying  of  America  has  produced  a 
demographic  imperative  to  find  new  ways  to  enhance  the 
health  of  the  older  population.  One  intrinsically  pleasing 
approach  is  to  utilize  good  nutritional  principies  to 
extend  life  and  improve  its  quality.  This  brief  review  will 
concentrate  on  three  areas  of  particular  concern  to  the 
elderly,  namely,  body  mass  issues  (including  protein- 
calorie  malnutrition  and  anorexia),  the  use  and  abuse  of 
vitamins  and  the  role  of  trace  elements.  Before  turning  to 
these  subjects,  it  is  necessary  to  point  out  that  no 
nutritional  intervention  can  overcome  the  effects  to 
cigarette  smoking.  However,  it  does  appear  that  the 
elderly  often  find  it  easier  to  give  up  smoking — possibly 
due  to  a decreased  endogenous  opioid  (endorphin) 
system^ — and  are  advised  to  stop  smoking. 

Longevity  and  Body  Mass 

Multiple  studies  in  animals  have  shown  that  some 
caloric  restriction  will  increase  longevity.^  The  applica- 
bility of  these  studies  to  humans  has  been  hotly  contested. 
Original  support  for  the  concept  that  following  a spartan 
life-style  prolongs  life  came  from  studies  of  three  isolated 
communities  in  the  Georgian  Republic  in  the  Soviet 
Union,  the  Himalayan  mountains,  and  Vilcabamba  in 
Ecuador.  The  members  purportedly  live  well  into  the 
100s.  However,  careful  investigation  has  shown  that  the 
inability  to  count  correctly  accounted  for  the  reported 
extreme  ages  of  some  of  the  individuals  in  these  commu- 
nities. In  addition,  it  needs  to  be  remembered  that  it  is  the 
overnourished  populace  of  the  Western  nations,  rather 
than  the  undernourished  Third  World  residents,  who 
have  the  longest  life  span. 
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Numerous  studies  have  now  suggested  that  the  associa- 
tion of  body  mass  to  mortality  follows  a U-shaped 
curve. ^ While  marked  obesity  clearly  has  adverse  effects 
on  health  and  longevity,  it  appears  that  underweight- 
edness may  have  as  high  a mortality  rate  as  moderate 
obesity.  While  this  remains  controversial  in  younger 
groups — predominantly  because  many  studies  failed  to 
control  for  cigarette  smoking  which  is  more  common  in 
the  underweight — it  appears  that  the  underweight 
association  with  mortality  may  be  particularly  true  in 
those  over  age  60.  Therefore,  in  patients  over  65,  a 
calorie-restricted  diet  is  recommended  only  in  the  those 
with  diabetes  mellitus  or  hypertension  and  in  those  who 
are  greater  than  30%  over  ideal  body  weight  and  whose 
fat  is  predominantly  abdominal  (apple  or  male  distribu- 
tion) rather  than  lower  torso  (pear  or  female  distribution). 
For  obesity  determination,  it  is  important  to  use  age- 
adjusted  tables,  such  as  those  developed  by  Master, 
et  al.*,  because  with  aging,  there  isa  height  lossof  1.2  cm 
for  each  20  years  of  maturity.  The  elderly  should  weigh 
more  for  a given  height  than  younger  subjects.  In 
bedridden  elderly  subjects  where  height  cannot  be 
obtained,  arm  lenght  can  be  used  as  an  alternative  to 
height.’ 

The  Anorexia  of  Aging 

Protein-calorie  malnutrition  is  an  extremely  common 
problem  in  the  sick  elderly.*  A decline  in  calorie  intake  is 
a well-recognized  concomitant  of  increasing  age.  In  the 
Health  and  Nutrition  Examination  Survey  (HANES)  for 
the  United  States  population  in  197 1-72,  it  was  found  that 
16%  of  Caucasian  and  18%  of  blacks  older  than  age  60 
ate  less  than  1,000  calories  per  day.  Marasmus  (weight 
loss  with  maintenance  of  the  serum  albumin)occurs  more 
commonly  than  kwashiorkor.  Marasmus  results  because 
the  combination  of  a small  but  balanced  caloric  intake, 
together  with  a contribution  from  muscle-protein 
breakdown,  is  sufficient  to  maintain  the  serum  albumin. 
For  this  reason,  weight  loss  alone  is  an  ominous  sign  in 
the  elderly  and  needs  to  be  taken  seriously. 

The  etiology  of  the  anorexia  of  aging  is  multifactorial 
and  includes  both  physiological  causes.  Aging  results  in  a 
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decreased  appreciation  of  the  hedonic  qualities  of  food. 
Atrophy  of  gustatory  papillae  begins  around  age  50  and 
is  accompanied  by  a variable  decrease  in  all  taste 
modalities  with  advancing  age.*  The  decrease  in  olfaction 
with  aging  also  markedly  decreases  the  enjoyment  of 
eating.  Many  drugs  use  in  the  elderly  decrease  taste  and 
smell  acuity.  Loss  of  dentition  interferes  with  the  ability 
to  chew,  and  dentures,  while  improving  masticatory 
function,  do  not  necessarily  improve  the  perceptual 
responses  of  the  elderly  to  different  foods. 

The  endogenous  opioids,  especially  the  endogenous 
kappa  receptor  ligand,  dynorphin,  and  the  gastrointes- 
tinal hormone,  cholecystokinin,  are  involved  in  the 
regulation  of  appetite.  Animal  studies  have  shown  that 
there  is  a loss  of  the  opioid  feeding  system  with  advancing 
age.  In  addition,  the  satiety  action  of  cholecystokinin 
appears  to  be  exaggerated  with  advancing  age.  These 
findings  give  a biochemical  explanation  for  the  anorexia 
of  aging.* 

Depression  occurs  in  12%-14%  of  elderly  and  is 
commonly  associated  with  anorexia  and  weight  loss.’ 
Depression  can  be  difficult  to  detect  in  the  elderly  and  all 
patients  with  weight  loss  need  to  be  carefully  screened  for 
underlying  depression.  The  Yesavage  Geriatric  Depres- 
sion Scale  is  a useful  tool  for  screening  for  depression  in 
the  elderly.'®  Anorexia  and  depression  are  particularly 
common  after  bereavement.  Social  factors,  such  as 
poverty,  inability  to  shop,  and  lack  of  socialization  with 
meals  have  been  implicated  in  the  anorexia  of  aging. 

Chronic  obstructive  pulmonary  disease  can  result  in 
decreased  food  intake  secondary  to  increased  effort  of 
eating.  Patients  become  acutely  short  of  breath  after  a 
few  spoonfuls  of  food.  Multiple  small  meals  represent  a 
simple  cure  for  these  unfortunate  individuals.  Heart 
failure  may  be  associated  with  anorexia  and  is  often 
aggravated  by  the  use  of  digoxin,  which  can  cause  severe 
anorexia  as  its  only  side  effect  in  the  elderly.  Atheroma  of 
the  vessels  supplying  the  gut  can  lead  to  abdominal 
angina  or,  more  commonly,  early  satiety  associated  with 
abdominal  discomfort.  Infection  of  the  esophagus  with 
candida  (thrush)  can  lead  to  pain  on  swallowing  and 
decreased  food  intake.  In  institutionalized  patients  with 
difficulties  in  swallowing,  poor  posture  can  results  in 
aspiration  of  food  into  the  lungs  and  a conditioned 
aversion  to  eating.  This  can  often  be  cured  by  the  simple 
nursing  procedure  of  bracing  the  patient  upright  during 
meals. 

Approximately  30  of  older  patients  with  weight  loss 
have  cancer.  “ The  other  major  causes  are  depression  and 
the  idiopathic  anorexia  of  aging.  Some  metabolic  causes, 
such  as  thyrotoxicosis  (excessive  thyroid  hormone 
production),  represent  highly  treatable  causes  of  weight 
loss  in  the  elderly. 

Early  detection  of  weight  loss  and  aggressive  interven- 
tion represent  the  cornerstones  of  the  successful 
treatment  of  the  anorexia  of  aging.  When  severe  weight 
loss  has  occurred,  renourishing  with  food  given  either 
through  a nasogastric  tube,  gastrostomy  or  parenterally 
is  hazardous.  Hypotension,  electrolyte  shifts,  altered 
blood  glucose  concentrations,  diarrhea,  infection,  aspira- 
tion pneumonia  and  death  are  all  commonly  seen.  The 
elderly  patient  who  is  20%  below  average  body  weight 


represents  a medical  emergency  who  requires  the  full 
attention  of  a trained  nutritional  support  team. 

The  Use  and  Abuse  of  Vitamins 

Fifty-seven  percent  of  healthy  elderly  men  and  61%  of 
women  surveyed  in  Albuquerque,  New  Mexico,  were 
found  to  be  taking  one  or  more  vitamins  or  supple- 
ments.'^ In  a Southern  California  retirement  community, 
67%  were  taking  vitamin  C supplements  and  6%  were  on 
more  than  2 g daily.'’ 

In  the  majority  of  the  elderly,  there  is  little  evidence 
than  vitamin  C has  either  salutory  of  harmful  effects.* 
However,  in  those  following  Linus  Pauling’s  example  of 
taking  up  to  20  g of  vitamin  C per  day,  there  is  a real 
danger  of  rebound  scurvy  (relative  vitamin  C deficiency) 
occurring  if  the  vitamin  C is  suddenly  stopped.  This  is 
particularly  important  in  those  undergoing  surgery. 
Vitamin  C interferes  with  urine  testing  for  glucose  and  in 
high  doses  can  alter  blood  glucose  levels.  Therefore,  its 
use  is  contraindicated  in  patients  with  diabetes  mellitus. 
Vitamin  C also  causes  a false  negative  test  for  occult 
blood  in  the  stool  and  its  use  should  be  discontinued 
before  screening  stool  samples. 

Vitamin  A and  its  precursor,  carotene,  are  thought  to 
be  protective  against  lung  cancer.  Vitamin  A is  the  second 
most  commonly  used  vitamin  supplement  despite  the 
rarity  of  vitamin  A deficiency  in  the  elderly.  Vitamin  A 
toxicity,  on  the  other  hand,  is  relatively  common, 
resulting  in  general  malaise,  headaches,  liver  dysfunc- 
tion, a low  white  cell  count  and  a high  calcium  level. 
Carotene  is  also  used  as  a “health”  pill  and  patients 
taking  excessive  doses  of  this  nutrient  may  show  yellow 
discoloration  of  the  skin.  Patients  with  yellow  discolora- 
tion o the  skin  who  deny  the  use  of  carotene  should  be 
screened  for  hypothyroidism. 

Vitamin  E,  in  conjuntion  with  selenium,  may  protect 
against  cancer.'’  Small  decreases  of  vitamin  E occur  in 
cells  with  advancing  age.  Vitamin  E appears  to  be 
relatively  nontoxic,  though  little  evidence  supports  its  use 
in  megadoses  in  the  elderly. 

Suter  and  Russell'*  feel  that,  overall,  the  Recommended 
Dietary  Allowances  (RDA)  for  vitamin  A and  folate  may 
be  too  high  for  the  elderly,  while  the  RDAs  for  vitamin  D, 
vitamin  and  8,2  may  be  too  low,  due  to  age-related 
changes  in  the  metabolism  of  these  vitamins.  In  all 
elderly,  a careful  history  of  vitamin  and  food  intake  needs 
to  be  obtained.  Moderation  in  vitamin  supplements 
should  be  advocated,  and  in  the  those  who  have  chosen  to 
take  megadoses,  a high  level  of  awareness  of  the  toxic 
effects  of  these  agents  should  be  maintained. 

Trace  Elements 

Two  trace  elements  appear  to  be  particularly  important 
for  the  elderly.  These  are  zinc  and  selenium.  Most  elderly 
appear  to  ingest  less  than  the  15  mg  RDA  for  zinc.'’  This 
is  particularly  true  to  the  institutionalized  elderly.  It 
needs  to  be  recognized  that  the  RDA  for  zinc,  even  for  the 
elderly,  is  most  probably  an  overestimate.  Zinc  intake  is 
coupled  to  calorie  intake,  making  those  with  low  calorie 
intakes  particularly  at  risk  for  developing  a bordeline 
zinc  status.  This  can  be  further  aggravated  in  those  with 
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excessive  urinary  zinc  losses  (diuretic  users,  diabetics  or 
cirrhotics). 

Bordeline  zinc  status  in  the  elderly  has  been  associated 
with  T-cell  deficiency  which  is  reversible  with  pharmaco- 
logical replacement  doses  of  zinc.'®  Zinc  plays  a role  in 
wound  healing  and  zinc  replacement  in  a single  human 
study  resulted  in  an  accelerated  healing  of  peripheral 
vascular  ulcers  in  patients  demonstrated  to  have  low 
serum  zinc  levels  prior  to  treatment.®  Zinc  is  also 
associated  with  anorexia,  dysgeusia  and,  rarely,  with 
impotence. 

Overall,  one  should  be  aware  that  borderline  zinc 
status  may  be  commonly  present  in  elderly  individuals.  In 
those  with  low  serum  zinc  and  hyperzincuria,  a trial  of 
zinc  replacement  should  be  considered.  This  may  be 
particularly  appropriate  in  those  with  decubitus  ulcers, 
although  no  adequate  double -blind  trial  of  zinc  repla- 
cement has  been  conducted  in  this  condition. 

Selenium  levels  tend  to  fall  with  age.'^  Animal  studies 
and  epidemiologic  studies  suggest  that  selenium  may  be 
protective  against  the  development  of  cancer. Daily 
doses  of  selenium  between  50  to  200  ug  appear  to  be  safe 
and  correspond  to  the  range  of  daily  intakes  of  selenium 
found  in  populations  consuming  normal  diets  naturally 
rich  in  selenium.  At  present,  clinical  trials  are  in  progress 
to  test  the  efficacy  of  selenium  in  cancer  prevention  and 
public  health  policy  recommendations  of  the  use  of 
selenium  must  await  the  outcome  of  these  trials. 

Summary 

There  is  an  increasing  need  for  awareness  of  the 
nutritional  problems  of  the  elderly.  The  elderly  are  at 
particular  risk  for  developing  protein-calorie  malnutri- 
tion and  bordeline  zinc  status.  Megadose  vitamin  use  can 
lead  to  toxic  effects. 
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VIOLENCE  IN  THE  HOME:  A VIEW 
FROM  THE  BENCH 


i AMERICAN  ACADEMY 
V OE  PEDIATRICS 


STRESS:  MOST  COMMON  CAUSE  OF 
CHILDREN’S,  TEENS’  HEADACHES 

Stress  brought  on  by  social  or  family  pressures  is  the 
cause  of  the  vast  majority  of  all  headaches  experienced  by 
children  and  adolescents. 

“Headaches  are  very  common  throughout  all  pediatric 
age  groups,”  said  Michael  E.  Cohen,  M.D.,  speaking  at 
the  Annual  Meeting  of  the  American  Academy  of 
Pediatrics  (AAP).  Dr.  Cohen  added,  though,  that 
toddlers  and  children  between  the  ages  of  5 and  15  years 
have  the  greatest  incidence  of  headaches. 

Peer  pressure,  school  phobia  and  family  problems  such 
as  divorce  are  some  of  the  environmental  factors  that  can 
cause  stress-related  headaches  in  children.  Dr.  Cohen 
said.  Tension  headaches  also  may  develop,  he  said,  as  a 
result  of  difficulties  with  siblings  or  when  children  have 
problems  achieving  their  parents’  expectations. 

Dr.  Cohen,  Professor  of  Neurology  and  Pediatrics, 
State  University  of  New  York  at  Buffalo,  School  of 
Medicine;  and  Director  of  Child  Neurology,  Children’s 
Hospital  of  Buffalo,  New  York;  explained  that  stress- 
related  headaches  are  non-migrainous  and  can  occur 
frequently  or  infrequently.  He  estimated  that  about  40 
percent  of  all  children  have  experienced  such  headaches 
by  age  seven  and  about  70  percent  of  all  children 
experience  them  by  adolescence. 

Medication  may  help  reduce  some  of  the  symptoms  of 
a non-migrainous  headache,  however  Dr.  Cohen  said 
that  counseling  with  a pediatrician,  child  neurologist  or 
child  psychiatrist  may  be  a better  alternative.  “Counsel- 
ing of  the  parents  can  also  be  quite  helpful,”  he  added. 

Dr.  Cohen  estimated  that  the  minority  of  childhood 
headaches  are  caused  by  physiological  problems,  such  as 
chronic  infections,  brain  tumors,  or  blood  vessel 
abnormalities.  He  also  noted  that  sinus  problems,  visual 
difficulties  and  sensitivity  to  chemicals  in  certain  foods 
are  often  suspected  but  seldom  proven  as  causes  of 
chronic  headaches. 


A Louisiana  judge  reports  that  child  abuse  and  neglect 
are  still  major  problems  in  the  U.S.,  despite  progress 
made  in  recognizing,  preventing  and  treating  them. 

Speaking  at  the  American  Academy  of  Pediatrics’ 
(AAP)  Annual  Meeting,  Honorable  Sol  Gothard,  J.D., 
M.S.W.,  Judge  of  the  5th  Circuit  Court  of  Appeal,  State 
of  Louisiana,  said  that  too  many  courts  don’t  take  child 
abuse  seriously  enough. 

There  remains  to  be  serious  misperceptions  about  the 
scope  and  nature  of  the  problem.  “The  average  sexual 
abuser  of  children  is  gainfully  employed,  has  a better  than 
average  income  and  is  church-going,”  Judge  Gothard 
said. 

“The  numbers  are  absolutely  staggering  in  domestic 
violence  againt  children,”  he  told  pediatricians  attending 
the  meeting. 

“For  instance,  in  the  area  of  sexual  abuse  alone,  it  is 
generally  accepted  that  approximately  10  percent  of  boys 
and  23  percent  of  girls  are  sexually  abused,”  he 
continued.  “In  the  total  context  of  abuse  and  neglect, 
there  is  no  evidence  that  it’s  leveling  off.” 

Judge  Gothard  believes  that  Americans  have  become 
hardened  and  less  compassionate  toward  the  problem 
because  they  hear  about  child  abuse  so  often.  He  notes 
that  societal  changes  contributing  to  the  problem 
include: 

• rise  in  teen  pregnancies  and  children  born  out  of 
wedlock 

• “children  having  children” 

• changing  moral  code 

• increasing  drug  use 


“When  you  consider  these  negative  changes  in  our 
society,”  Judge  Gothard  said,  “it’s  no  wonder  that  there 
is  such  a lack  of  respect  for  ourselves  and  for  other.” 

Another  part  of  the  problem,  he  explained,  is  that 
people  are  “getting  battered”  more — psychologically, 
emotionally  and  physically.  When  these  people  become 
parents,  they  tend  to  repeat  these  experiences. 

“Society  needs  to  get  involved  to  break  this  vicious 
cycle  as  early  as  possible,”  he  said.  “We  need  responsible 
laws  that  protect  children,  while  balancing  the  rights  of 
the  family  by  protecting  them  from  false-reporting.” 


Medical  Specialties  News 


ACELLULAR  PERTUSSIS  VACCINE 
TESTS  UNDERWAY 


An  official  from  the  U.S.  Centers  for  Disease  Control 
(CDC)  told  pediatricians  here  that  testing  of  acellular 
pertussis  (whooping  cough)  vaccines  are  underway  both 
in  the  U.S.  and  abroad,  and  the  initial  results  on  their 
safety  and  efficacy  should  be  released  this  winter. 

If  successful,  this  new  type  of  pertussis  vaccine  could 
replace  the  one  presently  in  use  and  endorsed  by  health 
officials. 

Alan  Hinman,  M.D.,  told  the  Annual  Meeting  of  the 
American  Academy  of  Pediatrics  (AAP)  that  studies  are 
being  done  in  the  U.S.  and  other  countries  on  the 
acellular  pertussis  vaccines  — some  of  which  are  Japanese 
made  and  identical  to  the  vaccine  that  has  been  in  use  in 
Japan  for  the  past  five  years;  others  are  newly-developed 
vaccines  from  U.S.  producers.  Both  vaccines.  Dr.  Hinman 
said,  share  characteristic  components. 

The  acellular  vaccine  is  less  associated  with  fever  and 
local  reactions  than  the  whooping  cough  vaccine  now  in 
use. 
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A large  scale  trial  using  Japanese  vaccines  has  just  been 
completed  in  Sweden,  Dr.  Hinman  said.  It  was  the  first 
testing  of  the  acellularvaccine  on  an  infant  (six  months  of 
age)  population.  More  than  20  million  doses  of  the 
Japanese  acellular  vaccines  have  been  used  in  children 
ages  two  years  and  older. 

Dr.  Hinman,  director.  Division  of  Immunization, 
Center  for  Prevention  Services  at  the  CDC  in  Atlanta, 
noted,  however,  that  it  is  “not  entirely  clear  whether  the 
acellular  vaccine  is  less  associated  with  the  more  serious 
reactions.” 

Interest  is  keen  in  the  acellular  pertussis  vaccine 
because  of  concern  over  reactions  from  the  DTP 
(diphtheria-tetanus-pertussis)  vaccine  used  currently  in 
this  country. 

Based  on  studies  in  Great  Britian,  it  appears  that  a 
permanent  neurological  disorder  is  associated  with  one 
out  of  every  340,000  doses  of  the  current  DTP  vaccine. 
The  same  studies  indicate  that  the  disease  whooping 
cough  produces  ten  times  the  rate  of  brain  damage  as  the 
vaccine.  Mortality  is  highest  among  infant  victims  (less 
than  one  year  of  age). 

“Many  pediatricians  are  not  aware  of  the  testing  that’s 
going  on”.  Dr.  Hinman  said.  However,  he  could  not 
speculate  on  when  the  acellular  vaccine  might  be  in  use  if 
testing  proves  successful. 
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SOCIAL  FACTORS  MAIN  INFLUENCE  IN 
TEEN  SUBSTANCE  USE 


Social  factors  — peer  pressure  and  perceptions  of 
friends’  behavior — appear  to  exert  the  greatest  influence 
in  teenage  substance  use,  a study  in  JAMA. 

The  study,  by  Thomas  N.  Robinson,  MPH,  of  the 
Stanford  University  School  of  Medicine,  Stanford,  Calif., 
and  colleagues,  suggests  that  for  many  purposes, 
substance  use  may  be  considered  a single  behavior 
regardless  of  the  specific  substances  involved.  “All 
substance-use  behaviors  may  share  a common  set  of  risk 
factors,”  it  concludes.  “Adolescents  at  risk  for  invol- 
vement with  substance  use  might  also  be  at  risk  for  parti- 
cipating in  other  problem  behaviors.” 

The  study  involved  1,447  California  tenth-graders 
surveyed  about  physical  activity,  nutrition,  stress,  and 
substance  use,  as  well  as  to  undergo  physical  assessments. 
The  researchers  also  asked  questions  designed  to  assess 
the  students’  attitudes,  beliefs,  knowledge  and  expecta- 
tions about  substance  use,  as  well  as  perceptions  of  their 
peer  and  adult  environments. 

The  authors’  analysis  showed  that  increased  substance 
use  by  both  boys  and  girls  was  most  strongly  predicted  by 
their  perceptions  of  their  friends’  use  of  marijuana.  This 
was  followed  by  school  performance;  perceived  safety  of 
cigarette  smoking;  use  of  diet  pills,  laxatives  or  diuretics 
for  weight  control;  parents’  education;  seat-belt  use  and 
self-induced  vomiting  for  weight  control. 

“Level  of  substance  use  is  associated  most  strongly 
with  perceptions  of  friends’  substance  use,”  the  authors 
say.  “The  importance  of  perceived  substance  use  amon^ 
peers  is  also  reflected  in  the  strong  association  found 
between  level  of  substance  use  and  predicted  use  in 
hypothetical  social  pressure  situations. ..These  findings 
support  the  hypothesis  that  social  environmental  factors 
exert  the  greater  influence  on  substance  use  involvement.” 

The  “overwhelming  influence  of  the  perceived  social 
environment”  suggests  that  concentrating  on  self-esteem 
and  other  psychological  variables  may  not  be  very 
effective  in  combatting  substance  use  by  teens,  the 
authors  say.  “The  most  effective  preventive  strategy  may 
consist  of  skills  training  for  resisting  social  influences 


associated  with  problem  behaviors.  This  strategy  concen- 
trates on  helping  adolescents  identify  and  resist  specific 
social  pressures  to  adopt  behaviors  by  informing  them 
about  health  and  social  consequences;  identifying  peer, 
media,  and  other  environmental  influences;  modeling 
responses  to  these  influences;  role  playing  and  goal 
setting.” 

The  authors  also  note  that  they  have  identified  a set  of 
“easily  accessible  self-report  variables”  that  correlate 
independently  with  substance  use  levels.  “When  encoun- 
tered in  a teenager,  these  characteristics  should  trigger 
one’s  awareness  of  possible  drug  use,”  they  advise. 

In  an  accompanying  editorial,  Donald  E.  Greydanus,  MD, 
of  the  Iowa  Methodist  Medical  Center,  Des  Moines,  says 
adolescent  substance  use  “should  be  viewed  within  the 
larger  perspective  of  adolescent  risk-taking  behaviors... 
Youths  will  take  risks  — the  real  question  is  how  to  help 
them  avoid  the  dangerous  ones.  We  must  provide  our 
children  with  acceptable  reasons  to  avoid  risky  behaviors 
while  allowing  continuation  of  normal,  necessary 
adolescent  development.” 

Education,  starting  in  early  childhood,  is  one  way  to 
achieve  this  goal,  the  editorial  says, but  not  the  only  way. 
“A  major  obstacle  to  eliminating  drugs,  for  example, 
remains  their  tolerance  by  our  society...  Clearly,  we  must 
set  a better  example  for  our  youth.” 

A “social  influence  resistance  model  “ — intense 
societal  and  peer  pressure — may  offer  the  best  anti-drug 
strategy  for  teens,  Greydanus  notes.  Such  a model  has 
helped  to  reduce  smoking  by  adults,  he  says,  and 
fledgling  efforts  in  the  chemical  dependency  area  can  be 
seen  in  such  programs  as  “Say  No  To  Drugs”  and 
“Mothers  Against  Drunk  Driving.”  But  a stronger  effort 
is  needed,  he  says.  “Adolescents, as  well  asadults, engage 
in  risk-taking  behaviors  and  are  susceptible  to  peer 
pressure.  Our  youth,  therefore,  will  benefit  from  societal 
changes.  All  elements  of  society  must  join  in  the  pressure 
for  a drug-free  culture.” 

JAMA  October  16,  1987 


TEEN  PREGNANCY  BIRTH  RATES  DOWN 


Pregnancy  and  birth  rates  among  U.S.  teenagers 
declined  between  1974  and  1983  but  remain  considerably 
higher  than  in  other  developed  countries,  says  a report  in 
JAMA. 

The  study  by  Barbara  J.  Maciak,  PhD,  of  the  Centers 
for  Disease  Control  (CDC),  Atlanta,  and  colleagues  says 
the  pregnancy  rate  among  females  aged  15  to  19  years 
increased  8.2  percent  between  1974  and  1980  (the  actual 
number  of  pregnancies  increased  10.5  percent  in  the  late 
1970s).  Between  1980  and  1983,  the  rate  fell  from  88.6  to 
87.1  pregnancies  per  1,000  teens,  and  the  actual  number 
of  pregnancies  declined  by  10.8  percent. 

Despite  the  decline,  the  pregnancy  rate  for  women 
aged  18  and  19  years  was  2.3  times  greater  than  for 
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females  aged  15  to  17  over  the  time  period  studied,  the 
report  finds.  During  each  year,  18  to  20  percent  of 
sexually  experienced  teenagers  became  pregnant,  it  notes. 

Birth  rates  among  teens  declined  9.2  percent  between 
1974  and  1980  and  continued  to  decline  after  1980  by  2.3 
percent  (from  58.4  to  51.8  births  per  1,000).  The  drop 
from  1974  to  1980,  the  report  says,  “was  related  to  the 
large  increase  in  the  percentage  of  teenage  pregnancies 
ending  in  abortion.”  Although  the  pregnancy  rate  from 
1980  to  1983  declined,  the  percentage  of  teen-age 
abortions  remained  constant.  So  the  decline  in  the 
teenage  birth  rate  from  1980  to  1983  “has  been  related  to 
the  overall  decline  in  teenage  pregnacies,”  the  study  adds. 

Despite  recent  progress  in  reducing  teen  pregnancy 
and  birth  rates,  pregnancy  and  childbearing  among  teens 
in  the  U.S.  remains  a serious  problem,  it  concludes. 
“Continued  efforts  aimed  both  at  delaying  early' sexual 
experience  among  teens  and  encouraging  the  use  of 
contraception  among  sexually  active  teens  are  necessary 
to  further  reduce  teenage  pregnancy  and  birth  rates  in 
this  country.” 

JAMA  October  16.  1987 


FEW  DRINKS  CAN  SPARK  NIGHTTIME 
GASTRIC  REFLUX 


A few  after-dinner  drinks  can  impair  the  esophagus’ 
ability  to  clear  gastric  acid,  causing  gastroesophageal 
reflux  after  going  to  bed,  a study  in  JAMA  warns. 

Gary  C.  Vitale,  MD,  now  of  the  University  of 
Louisville  (Ky.)  School  of  Medicine,  and  colleagues  say 
these  reflux  episodes  occurred  in  seven  of  17  healthy 
volunteers  studied.  They  lasted  up  to  90  minutes, 
occurring  an  average  of  three-and-a-half  hours  after 
ingesting  the  alcohol  and  1.4  hours  after  lying  down.  The 
volunteers  were  studied  on  two  occasions  using 
computerized  esophageal  pH  monitoring.  During  the 
second  session,  they  were  given  4 oz.  of  40  percent  scotch 
whiskey  three  hours  after  dinner  and  went  to  bed  at  their 
usual  time. 

The  prolonged  supine  reflux  episodes  averaged  47 
minutes;  none  of  the  affected  subjects  had  the  problem  on 
the  night  they  didn’t  drink.  In  addition,  the  esophageal 
pH  monitoring  showed  a significant  acidic  shift  in  the 
supine  position  on  the  night  of  alcohol  ingestion  com- 
pared with  the  control  night.  Interestingly,  none  of  the 
subjects  awoke  during  these  reflux  episodes  and  thus 
none  experienced  heartburn.  “The  alcohol  may  have  in- 
hibited arousal  during  these  event,”  they  authors  suggest . 

“There  was  a significant  exposure  of  the  (end  of  the) 
esophagus  to  acid  and  that  the  normal  acid  clearance  of 
the  esophagus  in  the  supine  position  was  impaired  after 
only  moderate  amounts  of  alcohol,”  the  study  concludes. 
“Our  results  have  important  implications  for  the  reflux 
patient,  as  alcohol  may  cause  or  exacerbate  esophageal 
reflux  in  these  patients.  It  seems  appropriate,  therefore, 
to  advise  reflux  patients  to  avoid  use  of  alcohol  before 


retiring  for  the  night  as  part  of  the  management  plan  for 
treatment  of  their  disease.” 

JAMA  October  16,  1987 

COCAINE  EFFECTS  ON  BLOOD  VESSELS 
IN  BRAIN,  LUNGS 


A report  in  JAMA  describes  a case  of  cerebral  vascu- 
litis (inflammation  of  blood  vessels  in  the  brain)  in  a 
previously  healthy  22-year-old  man  with  a history  of 
cocaine  abuse.  Brian  R.  Kaye,  MD,  and  Molly 
Fainstat,  MD,  of  the  Santa  Clara  Valley  Medical  Center, 
San  Jose,  Calif,  could  pinpoint  no  cause  for  the  problem 
other  than  cocaine  use  and  “now  include  cocaine  with 
methamphetamines,  heroin  and  ephedrine  as  illicit  drugs 
that  can  cause  cerebral  vasculitis.”  In  another  JAMA 
report,  W.  David  Weiner,  MD,  and  Charles  E. 
Putnam,  MD,  of  Duke  University  Medical  Center, 
Durham,  NC,  describe  a case  of  chest  pain  in  a 21-year- 
old  man  who  had  recently  inhaled  free-based  cocaine 
using  a pipe.  The  pain  was  caused  by  pneumomediastinum, 
or  air  within  the  space  between  the  lungs,  due  to  cocaine 
inhalation,  the  authors  report.  This  is  not  a rare 
condition  in  free-basers,  they  say,  with  at  least  nine 
similar  cases  reported  in  the  literature. 

JAMA  October  16,  1987 

HEART  PATHOLOGY  IN  AIDS 

Cardiac  lesions,  while  clinically  silent,  are  common 
findings  in  AIDS  patients,  says  a report  in  October’s 
Archives  of  Pathology  and  Laboratory  Medicine.  The 
study,  by  Eneida  O.  Roldan,  MD,  of  the  University  of 
Miami  School  of  Medicine,  Miami,  Fla.,  and  colleagues, 
reviewed  autopsy  data  on  54  AIDS  patients;  pathologic 
changes  were  seen  in  30.  Myocarditis,  inflammation  of 
the  muscular  walls  of  the  heart,  was  the  most  common 
finding,  affecting  83  percent  of  the  patients.  In  six 
patients,  the  myocarditis  was  caused  by  toxoplasmosis,  a 
parasitic  infection.  No  cause  could  be  found  for  the 
remaining  patients,  the  study  says,  concluding  that 
“cardiac  disease  is  common  (in  AIDS  patients),  may  be 
clinically  significant,  and  that  an  autopsy  is  crucial  for  the 
documentation  and  diagnosis  of  these  diseases,  as  well  as 
for  the  diagnosis  of  AIDS  itself,”  they  conclude. 

ADULT  KAWASAKI  SYNDROME 

Kawasaki  Syndrome  is  a rare,  acute  fever-causing 
illness  of  unknown  origin  that  primarily  affects  infants 
and  children.  But  a report  in  October’s  Archives  of 
Dermatology  notes  that  this  condition  also  can  affect 
adults  and  describes  a case  of  a 20-year-old  women  who 
fulfilled  the  clinical  criteria  for  the  syndrome.  Maj. 
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David  F.  Butler,  MC,  USA,  of  the  William  Beaumont 
Army  Medical  Center,  El  Paso,  Texas,  and  colleagues, 
say  the  women  was  hospitalized  with  fever,  fatigue,  rash 
and  other  Kawasaki  symptoms.  Other  possible  causes  for 
the  symptoms  were  excluded,  the  report  says.  The 
authors  also  reviewed  data  on  21  other  patients  with 
adult  Kawasaki  Syndrome  reported  in  the  English 
medical  literature  and  agreed  with  the  diagnosis  in  10 
cases.  “Although  the  initial  reports  of  adult  (Kawasaki 
Syndrome)  in  the  United  States  may  have  actually  repre- 
sented toxic  shock  syndrome,  the  occurrence  of  (Kawasaki 
Syndrome)  in  adults  should  be  acknowledged,”  they 
conclude. 


CHROMOSOME  BREAK  IN  CONGENITAL 
CATARACTS 


Congenital  cataracts  are  among  the  most  common 
major  abnormalities  of  the  eye  and  a frequent  cause  of 
blindness  in  infants;  one  in  25  newborns  has  some  form  of 
congenital  cataract.  Now,  researchers  writing  in  the 
October  Archives  of  Ophtalmology  report  on  a family  in 
which  congenital  cataracts  were  found  in  a fatherand  son 
who  had  a reciprocal  translocation  (chromosomal  break 
and  exchange  of  genetic  material)  between  the  short  arms 
of  chromosomes  3 and  4.  Paul  D.  Reese,  MD,  of  the 
Tufts-New  England  Medical  Center,  Boston,  and 
colleagues,  say  the  father’s  parents  had  normal  chromo- 
somes and  no  evidence  of  cataracts.  “While  results  of 
these  studies  do  not  prove  a causal  relationship,  they  to 
strongly  suggest  that  the  areas  near  the  break  points 
involved  in  the  translocation  would  be  good  sites  for 
further  investigations  into  the  genetic  basis  for  this  type 
of  cataract,”  the  researchers  conclude. 


REVOLUTION  IN  DNA  TECHNOLOGY  SEEN  IN 
MANY  AREAS  OF  MEDICINE 


Advances  in  recombinant  DNA  technology  and 
molecular  biology  are  changing  the  face  of  medical 
research  and  practice,  offering  clinicians  and  scientists 
new  insights  into  disorders  and  diseases  at  their  most 
basic  level,  according  to  reports  in  JAMA. 

Writing  in  JAMA's  annual  Contempo  issue,  which 
summarizes  major  developments  in  various  medical 
specialties  over  the  past  year,  experts  in  oncology, 
pediatrics,  geriatrics,  pathology  and  neurology  cite 
examples  of  advances  in  DNA  technology  that  are 
breaking  new  ground  in  research,  diagnosis,  and 
treatment. 

Pathologist  Dennis  W.  Ross,  MD,  PhD,  of  the 
University  of  North  Carolina,  Chapel  Hill,  gives  a 
graphic  analogy  of  recombinant  DNA  technology’s 
impact  on  medicine,  saying.  “It  will  change  medicine  to 
the  same  magnitude  that  semiconductors  are  changing 
electronics.”  As  a result,  he  adds,  today’s  physicians  must 
be  knowledgeable  in  the  fundamentals  of  molecular 


biology.  “Rebombinant  DNA  technology,”  Ross  says, 
“will  accelerate  the  technoligical  change,  particularly  as 
it  affects  diagnostic  microbiology,  cytology  and  surgical 
pathology.” 

James  F.  Holland,  MD,  of  the  Mount  Sinai  Medical 
School,  New  York,  agress  that  molecular  biology  “has 
played  an  increasingly  evident  role  in  understanding 
cancers  and  in  creating  therapeutic  products  for  them.” 
One  example  he  cites  is  the  production  of  recombinant 
interleukin  2 by  introduction  of  DNA  into  bacteria  that 
the  produce  the  encoded  protein  ion  bulk.  Holland  says 
investigators  also  have  learned  more  in  the  past  year 
about  oncogenes,  as  well  as  about  the  variety  of  other 
chromosomal  abnormalities  that  can  produce  cancer. 

Specialists  in  neurology  and  geriatrics  note  researchers 
made  important  headway  in  the  past  year  in  identifying  a 
genetic  key  to  the  debilitating  disorder  Alzheimer’s 
disease.  Christine  K.  Cassel,  MD,  of  the  University  of 
Chicago,  cites  researchers  who,  studying  a familial  form 
of  Alzheimer’s  disease,  isolated  a genetic  defect  on 
chromosome  21 — the  first  chromosomal  evidence  confir- 
ming an  epidemiological  link  with  Down’s  syndrome. 
Other  researchers,  using  a DNA  probe,  established  that 
the  gene  for  a protein  deposit  in  the  brains  of  Alzheimer’s 
(and  Down’s)  sufferers  is  also  localized  on  chromosome  21. 

Robert  J.  Joynt,  MD,  PhD,  of  the  University  of 
Rochester  (NY)  Medical  Center,  underscores  the  impact 
of  molecular  biology  on  research  into  neurological 
disorders.  He  mentions  the  chromosome  21  link  in 
Alzheimer’s  disease,  as  well  a ongoing  genetic  studies  of 
Huntington’s  disease. 

.Also  important,  Joynt  notes,  is  work  in  Duchenne 
muscular  dystrophy,  the  most  common  and  serious  form 
of  this  disease.  The  recent  discovery  of  genetic  markers 
on  the  short  arm  of  the  X chromosome  “has  increased  the 
reliability  of  detection”  and  may  aid  in  early  diagnosis, 
Joynt  writes,  although  he  cautions  that  due  to  mutations, 
marker  studies  occasionally  can  be  inaccurate. 

Prenatal  diagnosis  of  cystic  fibrosis  may  now  be 
possible  through  DNA  probe  technology,  by  identifying 
the  chromosomal  abnormality  believed  responsible  for 
the  disorder,  writes  Vincent  A.  Fulginiti,  MD,  of  the 
University  of  Arizona,  Tucson.  Looking  at  several 
pediatric  applications  for  molecular  biology,  he  mentions 
possible  use  of  the  technology  in  such  diseases  as 
hemophilia,  sickle  cell  anemia,  phenylketonuria,  and 
others.  Advances  in  the  molecular  biology  of  leukemia 
are  “equally  intriguing...  paving  the  way  for  an  increased 
understanding  of  malignancies  in  children,”  Fulginiti 
writes.  Chromosomal  factors  are  key  prognostic  indica- 
tors in  acute  lymphoblastic  leukemia,  he  notes.  “Once 
again,  ‘pure’  research  has  led  to  clinical  understanding 
and  useful  findings  for  the  physician  and  patient.” 

JAMA  October  23,  1987 

NUTRITIONAL  RICKETS 


Despite  the  ability  of  infants  to  synthesize  vitamin  D 
through  exposure  to  sunlight,  nutritional  rickets  occasio- 
nally develops  in  infants  even  in  areas  with  perennially 
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sunny  climates,  says  a report  in  the  October  American 
Journal  of  Diseases  of  Children,  AJDC.  Ivan  Hayward,  MD, 
of  the  University  of  California-San  Diego  School  of 
Medicine,  and  colleagues  report  seeing  a year-old  breast- 
fed infant  who  had  classic  signs  of  nutritional  rickets. 
Predisposing  factors  for  the  child’s  condition  were 
unsupplemented  breast  milk,  limited  exposure  to 
sunlight  and  darkly  pigmented  skin,  the  report  says.  As  a 
result,  the  authors  surveyed  vitamin  supplementation 
practices  among  San  Diego  pediatricians  and  found  that 
29  percent  of  160  respondents  don’t  prescribe  vitamin  D 
supplements  for  breast-fed  infants.  “The  patient  report, 
coupled  with  a literature  review,  suggest  the  need  for 
vitamin  D supplementation  for  all  nursing,”  the  authors 
conclude. 


AMA  PUBLIC  OPINION  POLL:  MEDICARE 
AND  ITS  FUTURE 


Almost  half  of  American  voters  believe  it  is  very  likely 
that  the  Medicare  system  won’t  be  able  to  meet  the  health 
care  needs  of  senior  citizens  in  the  next  15  to  20  years, 
according  to  an  American  Medical  Association  survey 
published  in  the  October  23  issue  of  American  Medical 
News. 

Forty-eight  percent  of  the  random  sample  of  601 
registered  voters  polled  by  telephone  last  July  believe  it 
“very  likely”  Medicare  won’t  be  able  to  meet  the  elderly’s 
health  needs;  35  jxrcent  believe  it  “possible”  and 
14  percent  of  those  surveyed  thought  the  scenario  “not 
likely.”  Sixty-one  percent  of  women  aged  18-34  and  58 
percent  of  men  aged  35-49  called  such  a failure  “very 
likely,”  reports  the  survey  conducted  by  Hamilton, 
Frederick  & Schneiders  of  Washington,  DC. 

“The  AMA  has  shared  these  beliefs  for  some  time,” 
said  AMA  Executive  Vice  President  James  H. 
Sammons,  MD,  “and,  in  1986,  proposed  an  alternative 
program  to  Medicare  which  would  finance  health  care  for 
the  elderly  and  be  fiscally  sound.” 

When  asked  whether  Medicare  payments  to  the  elderly 
should  be  based  on  patient  income  and  ability  to  pay  or 
should  be  made  regardless  of  financial  status,  62  percent 
said  payments  should  be  based  on  ability  to  pay.  Thirty- 
three  percent  said  the  federal  government  should  pay 
regardless.  Younger  adults  surveyed  were  more  likely 
than  older  adults  (69  percent  versus  53  percent)  to  favor 
basing  payments  on  the  patient’s  ability  to  pay. 

Sixty-three  percent  of  those  polled  said  the  federal 
government  should  increase  spending  for  catastrophic 
health  insurance  programs  for  those  who  need  it.  Six 
percent  said  spending  should  be  decreased  and  26  percent 
favored  maintaining  the  status  quo.  The  likelihood  of 
favoring  greater  spending  increased  white  age,  from 
49  percent  among  adults  aged  18-34  to  69  percent 
among  those  age  50  and  older. 

JAMA  October  23.  1987 


He  flourished 
during  the  first 
half  of  the 
20th  century." 


The  American  physician  isn't  extinct.  But  your  freedom  to 
practice  is  endangered.  Increasing  government  interven- 
tion is  threatening  the  quality  of  medicine  — and  your  right  to 
function  as  an  independent  professional.  The  government, 
responding  to  myriad  cost-containment  pressures,  has  taken 
a greater  role  in  legislating  reimbursement  methods,  payment 
levels  and  even  access  to  care. 

You  can  fight  back.  The  American  Medical  Association  is 
your  best  weapon.  No  other  organization  can  so  effectively 
reach  the  national  policymakers  who  will  help  determine 
your  future  and  the  future  of  medicine. 

Join  the  AMA.  We're  fighting  for  you  — and  your  patients. 


For  more  information,  call  the  AMA  collect 
(312)  645-4783,  or  return  this  coupon  to  your  state  or 
county  society. 

The  American  Medical 
Association 

535  North  Dearborn,  Chicago,  Illinois  60610 
Please  send  me  membership  information. 

Name  

Address 

City State Zip 

_ □ Member,  County 

Medical  Society 
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PHYSICIANS^ 
SCHEDULE 
SOME  TIME  FOR 
YOUR  COUNTRY. 

Many  physicians  would 
like  to  devote  some  time  to  their 
country  in  a local  Army  Reserve 
unit.  We  know  that  making  a 
weekend  commitment  can  be 
difficult  for  most  physicians.  So  it 
is  practical  for  the  Army  Reserve 
units  to  be  flexible  about  time. 
It’s  worth  discussing. 

Incidentally,  in  addition 
to  satisfying  your  own  desire  to 
serve  your  country,  there  are 
exceptional  opportunities  to  do 
something  totally  different  from 
a day-to-day  routine.  Oppor- 
tunities to  study  new  areas  of 
medicine,  meet  new  people  in 
your  specialty,  and  be  a part  of 
one  of  the  world’s  most  advanced 
medical  teams. 

Discuss  the  opportunities 
with  our  Army  Medical  Person- 
nel Counselor. 


FOR 

SURGEONS 
LOOKING  FOR 
ACHAUENGE. 

Your  challenge  could  be  the 
Army  Reserve  unit  near  you.  It’s  a 
unit  that  requires  the  services  of 
surgeons. 

You  may  wish  to  explore  the 
challenge  of  teaching  in  a major 
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participate  in  a variety  of 
programs  that  can  put  you  in 
contact  with  medical  leaders 
from  all  over  the  country. 

See  how  flexible  we  can 
be,  call  our  Army  Medical 
Personnel  Counselor. 
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HERE'S  ONE  DOCTOR 
WHO  WON'T  PAY 
HIS  MALPRACTICE 
PREMIUMS  THIS  YEAR. 

The  Army  covers  his  premiums 
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INSTRUCCIONES  PARA  LOS  AUTORES* 

El  Boletín  acepta  para  su  publicación  artículos  relativos  a medicina  y cirugía  y 
las  ciencias  afines.  Igualmente  acepta  artículos  especiales  y correspondencia  que 
pudiera  ser  de  interés  general  para  la  profesión  médica. 

Se  urge  a los  autores  se  esfuercen  en  perseguir  claridad,  brevedad,  e ir  a lo 
pertinente  en  sus  manuscritos  no  importa  el  tema  o formato  del  manuscrito. 

El  articulo,  si  se  aceptara,  será  con  la  condición  de  que  se  publicará  únicamente 
en  esta  revista. 

Para  facilitar  la  labor,  de  revisión  de  la  Junta  Editora  y la  del  impresor,  se 
requiere  de  los  autores  que  sigan  las  siguientes  instrucciones: 

Manuscrito 

El  manuscrito  completo,  incluyendo  las  leyendas  y referencias  deberán  estar 
escritos  en  maquinilla  a doble  espacio;  por  un  solo  lado  de  cada  página,  en 
TRIPLICADO  y con  amplio  margen.  En  página  separada  deberá  incluirse  lo 
siguiente:  titulo,  nombre  del  autor(es)  y su  grado  (ej:  MD,  FACP),  ciudad  donde 
se  hizo  el  trabajo,  el  hospital  o institución  académica,  patrocinadores  del  estudio, 
y si  un  articulo  ha  sido  leído  en  alguna  reunión  o congreso,  así  debe  hacerse 
constar  como  una  nota  al  calce. 

El  manuscrito  debe  comenzar  con  una  breve  introducción  en  la  cual  se 
especifique  el  propósito  del  mismo.  1 ün  secciones  principales  (como  por  ejemplo: 
materiales  y métodos)  deben  idetiidicarse  con  un  encabezamiento  en  letras 
mayúsculas. 

Artículos  referentes  a resultados  de  estudios  clínicos  o investigaciones  de 
laboratorio  deben  organizarse  bajo  los  siguientes  encabezamientos:  Introducción, 
Materiales  y Métodos,  Resultados,  I scusión.  Resumen  (en  español  e inglés). 
Reconocimiento  y Referencias. 

Artículos  referentes  a estudios  de  casos  aislados  deben  organizarse  en  la 
siguiente  forma:  Introducción,  Materiales  y Métodos  si  es  aplicable. 
Observaciones  del  Caso,  Discusión,  Resumen  (en  español  e inglés). 
Reconocimientos  y Referencias. 

Nomenclatura 

Deben  usarse  los  nombres  genéricos  de  los  medicamentos.  Podrán  usarse 
también  los  nombres  comerciales,  entre  paréntesis,  si  asi  se  desea.  Se  usará  con 
preferencia  el  sistema  métrico  de  pesos  y medidas. 

Tablas 

Las  tablas  deben  aparecer  en  hojas  separadas.  Estas  deben  incluirel  título,  y el 
número  de  la  tabla  debe  estar  en  romano.  Los  símbolos  de  unidades  deben 
limitarse  al  encabezamiento  de  las  columnas.  Se  deben  omitir  líneas  verticales  en 
la  tabla.  Se  usará  en  las  tablas  el  mismo  idioma  en  el  cual  está  escrito  el  articulo. 
Deben  limitarse  las  tablas  a soloaquellas  quecontribuyan  al  mejor  entendimiento 
del  manuscrito. 

Ilustraciones 

Las  fotografías  y microfotografias  se  someterán  como  copias  en  papel  de  lustre, 
sin  montar  o en  transparencias.  En  el  reverso  de  la  figura  debe  aparecer  el  número 
de  la  figura  (arábigo)  y el  autor.  Debe  indicarse  la  parte  superior  de  la  ilustración. 

Resumen 

U n abstracto  no  mayor  de  1 50  palabras  debe  acompañar  los  manuscritos.  Debe 
incluir  los  puntos  principales  que  ilustren  la  substancia  del  artículo  y la  exposición 
del  problema,  métodos,  resultados  y conclusiones. 

Referencias 

Las  referencias  deben  ser  numeradas  sucesivamente  de  acuerdo  a su  aparición 
en  el  texto.  Los  números  deben  aparece  en  paréntesis  al  nivel  de  la  linea  u oración. 
Al  final  de  cada  articulo  las  referencias  deben  aparecer  en  el  orden  numérico  en 
que  se  citan  en  el  texto.  Deben  ut iliza '^e  solamente  las  abreviaturas  para  títulos  de 
revistas  científicas  según  indicadas  > n efCumulative  Index  Medicus”  que  publica 
la  Asociación  Médica  Americana.  Las  referencias  deben  seguir  el  patrón  que  se 
describe  a continuación. 

1.  Para  artículos  de  revistas:  Apellido(s)  e iniciales  del  nombre  del  autor(es), 
titulo  del  artículo,  nombre  de  la  revista,  año,  volumen,  páginas.  Por  ejemplo: 

Villavicencin  R:  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 
P Rico  1Ó8I;  73:  479-87 

Si  hay  más  de  7 autores,  incluir  los  primeros  3 y añadir  et  al. 

2.  Para  citación  de  libros  donde  el  autor(es)  del  capítulo  citado  es  a su  vez  el 
(los)  editor(es):  Apellido(s)  e iniciales  del  autor(es),  titulo  del  libro,  número 
de  edición,  ciudad,  casa  editora,  año  y página,  Pof  ejemplo: 

Keith  JD,  Rowe  RD,  Vlad  P:  Heart  disease  in  infancy  and  childhood, 
3d.  Ed.,  New  York,  MacMillan,  1978:  789 

3.  Para  citación  de  libros  donde  el  editor(es)  no  es  el  autor(es)  del  capítulo  citado 
se  añade  el  autorfes)  del  capítulo  y el  título  del  mismo.  Por  ejemplo: 

Olley  PM:  Cardiac  arrythmias:  In:  Keith  JD,  Rowe  RD,  Vlad  P Eds. 
Heart  disease  in  infancy  and  childhood,  3d  Ed.,  New  York,  MacMillan, 
1978:  275-301 

Cartas  al  Editor 

Se  publicarán  a discreción  de  la  Junta  Editora.  Deben  estar  escritas  en  maqui- 
nilla a doble  espacio,  no  deben  ser  mayores  de  500  palabras,  ni  incluir  más  de  cinco 
referencias. 


INSTRUCTIONS  TO  AUTHORS* 

The  Bulletin  will  accept  for  publication  contributions  relating  to  the  various 
areas  of  medicine,  surgery  and  allied  medical  sciences.  Special  articles  and 
correspondence  on  subjects  of  general  interest  to  physicians  will  also  be  accepted. 
All  material  is  accepted  with  the  understanding  that  it  is  to  be  published  solely  in 
this  journal. 

All  authors  are  urged  to  seek  clarity,  brevity,  and  pertinence  in  the  ma  nuscripts 
regardless  of  subject  or  format. 

In  order  to  facilitate  review  of  the  article  by  the  Editorial  Board  and  the  work  of 
the  printer,  the  authors  must  conform  with  the  following  instructions: 

Manuscripts 

The  entire  manuscript,  including  legends  and  references  should  be  typewritten 
double  spaced  in  TRIPLICATE  with  ample  margins.  A separate  title  page  should 
include  the  following:  title,  authors  and  their  degrees  (e.g.  MD,  FACP),  city  where 
the  work  was  done,  hospital  or  academic  institutions,  acknowledgement  of 
financial  sponsors,  and  if  the  paper  has  been  presented  at  a meeting  the  place  and 
date  should  be  given. 

The  manuscripts  should  start  with  a brief  introductory  paragraph  or 
paragraphs  which  should  state  its  purpose.  The  main  sections  (for  example. 
Materials  and  Methods)  should  be  identified  by  headings  in  capital  letters. 

Articles  reporting  the  results  of  clinical  studies  or  laboratory  investigation 
should  be  organized  under  the  following  headings:  Introduction,  Material  and 
Methods,  Results  if  indicated.  Discussion,  Summary  in  English  and  Spanish, 
Acknowledgments  if  any,  and  References. 

Nomenclature 

Generic  names  of  drugs  should  be  used;  trade  names  may  also  be  given  in 
parenthesis,  if  desired.  Metric  units  of  measurement  should  be  used 
preferentially). 

Tables 

These  should  be  typed  on  separate  sheets  with  the  title  and  table  number 
(Roman)  centered.  Symbol  for  units  should  be  confined  to  the  column  headings. 
Vertical  lines  should  be  omitted.  The  language  used  in  the  tablesmust  be  the  same 
as  that  of  the  article.  Include  only  those  tables  which  will  enhance  the 
understanding  of  the  article.  They  should  supplement,  not  duplicate  the  text. 

Figures 

Photographs  and  photomicrographs  should  be  submitted  as  glossy  prints, 
(unmounted)  or  slides.  They  should  be  labeled  in  the  back  with  the  name  of  the 
authors  and  figure  number  (Arabic)  and  the  top  should  be  indicated.  Legends  to 
the  figures  should  be  typed  on  a separate  sheet. 

Summary 

An  abstract  not  longer  than  150  words  should  accompany  all  articles.  It  must 
include  the  main  points  that  present  the  core  of  the  article  and  the  exposition  of  the 
problem,  method,  results,  and  conclusions. 

References 

These  should  be  numbered  serially  as  they  appear  in  the  text.  The  number 
should  be  enclosed  in  parenthesis  on  the  line  or  writing  and  not  as  superscript 
numbers.  At  the  end  of  the  article  references  should  be  listed  in  the  numerical 
order  in  which  they  are  first  cited  in  the  text.  The  titles  of  journals  should  be 
abbreviated  according  to  the  style  used  in  the  “Cumulative  Index  Medicus” 
published  by  the  American  Medical  Association.  The  correct  forms  of  references 
are  as  given  below; 

1.  For  periodicals:  Surname  and  initials  of  author(s),  title  of  article,  name 
of  journal,  year,  volume,  pages.  For  example: 

Villavicencio  R.:  Soplos  inocentes  en  pediatría.  Bol  Asoc  Méd 
P Rico  1981;  73:  479-87 

If  there  are  more  than  7 authors  list  only  3 and  add  et  al. 

2.  For  books  when  the  authors  of  the  cited  chapter  is  at  the  same  time  the  editor 
Surname  and  initials  of  author(s),  title,  edition,  city,  publishing  house,  year 
and  page.  For  example: 

Keith  JD,  Rowe  RO,  Vlad  P:  Heart  disease  in  infancy  and  childhood, 
3d  Ed.,  New  York,  MacMillan,  1978;  789 

3.  For  chapter  in  book  when  the  author  of  the  chapter  is  not  one  of  the  editors: 

Olley  PM:  Cardiac  arrythmias;  In:  Keith  JD,  Rowe  RD,  Vlad  P.  Eds. 
Heart  disease  in  infancy  and  childhood,  3d  Ed.  New  York,  MacMillan, 
1978,  275-301 

Letters  to  the  Editor 

Will  be  published  at  the  discretion  of  the  Editorial  Board.  They  should  be 
typewritten  double-spaced,  should  not  exceed  500  words  nor  more  than  five 
references. 

•The  above  "Instructions  to  Authors”  are  according  to  the  format  required  by 
the  International  Committee  of  Medical  Journal  Editors  in  its  "Uniform 
Requirements  for  Manuscripts  Submitted  to  Biomedical  Journals”. 


•Estas  "Instrucciones  para  los  Autores”  son  de  acuerdo  a las  normas 
establecidas  por  el  Comité  Internacional  de  Editores  de  Revistas  Médicas  en  sus 
“Requisitos  Uniformes  para  Manuscritos  Sometidos  a Revistas  Bio-Médicas”. 
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INTERNATIONAL  ASSOCIATION 
FOR  ADOLESCENT  HEALTH 

PUERTO  RICO  CHAPTER 


During  the  Fourth  International  Symposium  on  Adolescent  Health  held  in  Sydney 
Australia,  the  International  Association  for  Adolescent  Health  was  created.  The 
members  of  this  organization  are  committed  to  the  enhancement  of  adolescent  health 
promotion  and  the  provision  of  high  quality  health  care  for  adolescents  in  all  regions  of 
the  world.  The  Association,  was  formed  to  promote  a new  sense  of  partnership  between 
adolescents  and  the  many  different  professions  and  organizations  interested  in  their 
welfare  with  the  commitment  to  maintain  and  expand  its  international  and  its 
multidisciplinary  character. 

Puerto  Rico  was  elected  as  the  country  responsible  to  organize  the  Caribbean  and 
Central  America  chapter  of  the  Association. 

In  our  interest  to  create  a mailing  list,  we  call  your  attention  to  write  to  us  and  join  the 
Association  in  order  to  start  as  soon  as  possible  with  this  challenging  and  interesting 
assignment.  We  encourage  our  colleagues  to  join  this  growing  network  of  people 
interested  in  promoting  the  welfare  and  health  care  of  young  people. 

To  join  the  Association,  please  fill  the  enclosed  application  form  with  a $ 10.00  check 
or  money  order  payable  to  the  International  Association  for  Adolescent  Health.  Please 
mail  to  the  following  address: 


Luis  F.  Olmedo,  MD,  FAAP 
Member,  Executive  Committe 
Box  2579 

Bayamón,  PR  00619 

Name  

Specialty  

Street  

State  Zip 


City 
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Ampuls,  2 ml,  0 25  mg/ml,  boxes  of  ten  p i oses 

Vials,  2 ml,  4 ml  and  10  ml,  0 25  mg/ml,  boxes  ot  ten 


I Ri)c|ie  Laboratories 

a drvisliJn  o^  Hoffmai^n^;^  Roche  Inc. 
Nutley,  New  Jersey  07110 


In  acute  and  chronic  edema  due  to  CHF 


A DIURETIC 
THAT  GIVES  YOU 
PREDICTABLE 
CONTROL 


Bumex 

> bumetanide/Roche 


0.5-mg,  l-mg  and  2-mg  scored  tablets;  2-ml  ampuls 
and  2-ml,  4-ml  and  10-ml  vials  (0.25  mg/ml) 


Please  see  adjacent  page  for  references  and  summary  of  product  information. 
Copyright  © 1987  by  Hoffmann-La  Roche  Inc.  Ail  rights  reserved. 


